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(Program on Pages 83-91 ) 


ULTRASHORT-ACTING INTRAVENOUS ANESTHETIC 


SURITAL sodium (thiamylal sodium, Parke-Davis) produces smooth 
anesthesia with rapid, quiet induction and prompt, pleasant recovery. 


Detailed information on SURITAL sodium will be mailed you on request. 
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American Medical Association 
SEVENTH ANNUAL INTERIM MEETING 


The seventh annual Intermim Meeting of the 
American Medical Association was held in St. 
Louis, Missouri, December 1, 2, 3, and 4, 1953. A 
most important function of the meeting of course 
was the scientific program. Michigan was repre- 
sented by Carl F. List, M.D., Grand Rapids, “The 
Relief of Intractable Pain”; Reed M. Nesbit, M.D., 


to try to understand such basic motives as fear 
and a feeling of insecurity. 

The American Medical Education Foundation 
held a meeting and elected officers Louis H. Bauer, 
M.D.., secretary-general of the World Medical Asso- 
ciation and past president of the AMA was elected 
president. George F. Lull, M.D., secretary-general 


“The Michigan Luncheon” for AMA Officers, Trustees and Delegates 
St. Louis, Missouri, December 1, 1953 


Top Row (left to right): J. S. DeTar, M.D., Milan, Michigan; E. C. Texter, M.D., Detroit, 
Michigan; L. Fernald Foster, M.D., Bay City, Michigan; and G. W. Slagle, M.D., Battle 
Creek, Michigan. 

Middle Row (left to right): W. D. Barrett, M.D., Detroit, Michigan; Mr. L. G. Goodrich, 
Detroit, Michigan; W. A. Hyland, M.D., Grand Rapids, Michigan; W. W. Babcock, M.D., 
Detroit, Michigan; W. H. Huron, M.D., Iron Mountain; R. L. Novy, M.D., Detroit, Michigan; 
G. C. Penberthy, M.D., Detroit, Michigan; C. H. Gellenthien, M.D., Valmora, New Mexico; 
and Wilfrid Haughey, M.D., Battle Creek, Michigan. 

Seated (left to right): William Bromme, M.D., Detroit, Michigan; E. V. Askey, M.D., Los 
Angeles, California; W. B. Martin, Norfolk, Virginia; E. J. McCormick, M.D., Toledo, Ohio; 
J. R. Reuling, M.D., Bayside, Long Island, New York; D. H. Murray, M.D., Napa, California; 


G. F. Lull, M.D., Chicago, Illinois; and L. W. Hull M.D., Detroit, Michigan. 


Ann Arbor, “Surgically Remedial Congenital Uro- 
genital Defects”; Charles S. Stevenson, M.D., 
Detroit, “Pelvic Inflammatory Disease”; Paul S. 
Barker, M.D., Ann Arbor, moderator of a sym- 
posium, “Coronary Heart Disease and Angina Pec- 
toris,”” Sidney W. Hoobler, M.D., Ann Arbor, part 
of a symposium on “Modern Concepts in Manage- 
ment of Hypertension.” 

Leo H. Bartemeier, M.D., of Detroit, chairman 
of the AMA Committee on Mental Health, was 
pictured in the first issue of the AMA Daily Bul- 
letin (published at every national session of the 
AMA), in conference with Walter B. Martin, 
M.D., president-elect of the AMA. Speaking at 
the Public Relations Conference which took place 
November 30, Dr. Bartemeier said that a failure 
to understand what motivates patients tends to 
alienate them from physicians. He urged doctors 
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manager of the American Medical Association, was 
elected vice president. Edward L. Turner, M.D., 
secretary of the AMA Council on Medical Educa- 


tion and Hospitals, was chosen secretary-treasurer 


to succeed Dr. Donald G. Anderson, dean of the 
University of Rochester School of Medicine, who 
was elected a member of the board of directors. 


Nearly $5,100,000 has been raised through the 
efforts of the AMEF and the National Fund for 
Medical Education. The latter directs its efforts 
to business, industry and laymen. Contributions 
from physicians alone, through the AMEF, have 
totaled nearly $2,700,000. 


An eighty-year-old family doctor whose office is 
less than twenty miles from the birthplace of Abra- 
ham Lincoln was named “General Practitioner of 

(Continued on Page 10) 
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AMERICAN MEDICAL ASSOCIATION 


SEVENTH ANNUAL INTERIM 
MEETING 


(Continued from Page 8) 


the Year’ at the opening session of the House of 
Delegates in the Gold Room of the Jefferson Hotel. 

Joseph I. Greenwell, M.D., of New Haven, Ken- 
tucky, who has practiced for fifty-three years in 
the rugged “Lincoln country” of the Blue Grass 
State, was chosen to receive the American Medical 
Association’s annual gold medal and citation for 
his service to his community. 

The meeting of the House of Delegates was un- 
doubtedly the most important event because it is 
the legislative part of the Association, and must 
pass upon the business of the Association for the 
past six months, and set the program for the 
next half year. Michigan has six regular delegates 
and one section delegate. There were also three 
alternate delegates in attendance. For several years 
the Michigan official delegation, which also in- 
cludes some other officers who may be attending 
the meeting, the President, Chairman of the Coun- 
cil, Secretary, editor, and others all met for break- 
fast each day at eight o’clock to talk over the plans 
for the day, hear reports of the various sessions, 
committees, or Conference meetings. Several 
guests of importance were invited for the benefit 
of their counsel. 

William A. Hyland, M.D., of Grand Rapids, 
served as chairman of the Reference Committee on 
Military Affairs. Several very important resolu- 
tions were referred to this committee and Dr. Hy- 
land made a statemanslike report informing the 
house as to their proper disposition. 

John S. DeTar, M.D., was a member of the 
Reference Committee on Executive Session. 

The House of Delegates of the American Med- 
ical Association took important policy actions on 
social security, voluntary health insurance, medical 
ethics and unethical practices, medical education, 
hospital accreditation, military affairs and a wide 
variety of subjects affecting both physicians and 
the public. Edward J. McCormick, M.D., of To- 
ledo, Ohio, president of the American Medical As- 
sociation, addressed the opening session. 

The Tuesday program included addresses by 
James R. Reuling, M.D., of Bayside, New York, 
Speaker of the House of Delegates, and Chester 
Keefer, M.D., of Boston, special assistant to Mrs. 
Oveta Culp Hobby, United States Secretary of 
Health, Education and Welfare. Annual reports 
were presented by George F. Lull, M.D., secretary 
and general manager of the AMA; Dwight H. 
Murray, M.D., of Napa, California, chairman of 
the Board of Trustees, and by the standing and 
special committees of the House of Delegates. 

Approving a recommendation by its Reference 
Committee on Legislation and Public Relations, 
the House passed a resolution reaffirming its oppo- 
sition to the compulsory coverage of physicians un- 
der the Old Age and Survivors Insurance provisions 
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of the Social Security Act and advocating passage 
of the Jenkins-Keogh bills now pending in Con- 
gress. These bills were described as providing for 
“the development of a voluntary pension program 
which is equitable, free from compulsion, and sat- 
isfies the retirement needs of physicians.” 

The reference committee report adopted by the 
House said: 


“The purpose of these bills is to eliminate the discrim- 
ination, and inequities which exist under present tax laws 
by extending the tax deferment privilege to the country’s 
ten million self-employed and also to millions of employes 
who are not covered by pension plans. The purpose of 
the resolution is to reaffirm our support of the voluntary 
pension program provided in the Jenkins-Keogh bills and 
to reaffirm our strong opposition to the extention of com- 
pulsory coverage of physicians and other self-employed 
persons under Title II of the Social Security Act.” 


The same committee report urged continued 
action to obtain passage of the Bricker Amendment 
(S.J. Res. 1) and approved the principle of legis- 
lation which would reduce or remove the limitation 
on the deduction of medical and dental expenses 
for income tax purposes. It also opposed any fur- 
ther extension of the “Doctor Draft” Law beyond 
the present expiration date of June 30, 1955. 

The report said: 


“Your Committee feels strengly that there. should be 
no further extension of the ‘Doctor Draft’ Law. We feel 
that the legislation is discriminatory and urge the Com- 
mittee on Legislation and the Board of Trustees to active- 
ly oppose any further extension.” 


The House acted to accelerate the development 
of voluntary health insurance by passing a resolu- 
tion requesting the Council on Medical Service to 
proceed immediately with a special study of the 
problems of catastrophic coverage and coverage 
for retired persons. The Council was asked to 
present its findings and recommendations to the 
House not later than the 1954 Clinical Meeting. 
The resolution pointed out: 


“There are two large groups of citizens for whom 
improved coverage could be offered under present pre- 
paid medical care plans, namely: (a) those individuals 
who suffer catastrophic or long-continued and highly ex- 


pensive illness and whose financial resources are not ade- 


quate to meet the cost thereof and (b) those citizens 
who have retired and are living on small incomes and 
who are not eligible under presently existing public or 
private plans.” 


The resolution emphasized the medical profes- 
sion’s “responsibility to make every effort to pro- 
mote such prepaid medical coverage for all citizens 
whose circumstances make them eligible.” 

Another resolution on voluntary health insur- 
ance, adjudged to be emergency business by the 
Reference Committee on Insurance and Medical 
Service and then passed by the House, stated that 
“the American Medical Association condemns all 


(Continued on Page 12) 
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ORAL PENICILLIN IS 


WHEN IT is 
RELIABLY 
ABSORBED 


WHEN ITS 
THERAPEUTIC 
EFFECTIVENESS 
IS ESTABLISHED 


WHEN PALATABILITY 
ASSURES PATIENT 
COOPERATION 


WHEN STABILITY 
ASSURES RE- 
TENTION OF 
POTENCY 


S 


AT ITS BEST 


BICILLIN® 


SUPPLIED: ORAL SUSPENSION BICILLIN: 


TABLETS BICILLIN: 


TABLETS BICILLIN: 





‘‘. . . the first oral preparation of penicillin which has 
in our experience been reliably absorbed in 100% 
of patients, irrespective of size and weight and using 
a standard dose of 300,000 units... [it] was given 
irrespective of the time of meals and whether the 
stomach might be full or not’’!; ... “may be given 
without regard to meals. . .”’28 


“The results presented indicate that the oral peni- 
cillin suspension studied by us is a satisfactory 
antibiotic for the treatment of some of the common 
infections of the respiratory tract caused by 8-hem- 
olytic streptococci’ ...and uncomplicated pneu- 
monias of childhood.‘ 


Bicillin “‘oral suspension is palatable, was accepted 
without difficulty by all patients in both groups 
[children and adults] and was well tolerated.’’? 


‘No children of any age have been disturbed, and 
the palatability of the product has made its admin- 
istration easy.”’! 


Bicillin is highly insoluble in water. Its aqueous 
suspension, ready for immediate use, is stable for 
2 years at ordinary room temperature—77°F. (25°C.). 
Refrigeration is unnecessary. 


‘The development of dibenzylethylenediamine dipenicillin 
is one of the important milestones in antibiotic therapy.’’5 


DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 


Bottles of 2 fl. oz.; 300,000 units 
per teaspoonful (5 cc.). 


200,000 units; bottles of 36. 
100,000 units; bottles of 100. 
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AMERICAN MEDICAL ASSOCIATION 


SEVENTH ANNUAL INTERIM 
MEETING 


(Continued from Page 10) 


insurance contracts which classify any medical serv- 
ice as a hospital service.’ The resolution re- 
affirmed previous actions of the House defining 
pathology, radiology, anesthesiology and psychiatry 
as medical services. 

A second emergency resolution, which would 
have endorsed the principle of federally subsidized 
scholarships for’ prospective military personnel in 
order to encourage the building up of a career-basis 
medical corps for the armed forces, was referred 
by the House to the Board of Trustees for study and 
action. 

A resolution introduced by the Iowa State Med- 
ical Society, calling for approval of a joint-billing 
procedure involving services rendered by two or 
more physicians, was referred to the Judicial Coun- 
cil, at the suggestion of the Reference Committee 
on Miscellaneous Business, with the recommenda- 
tion “that the Judicial Council investigate the fac- 
tors involved in\the matter as presented and deter- 
mine if there are new factors or new facets that 
would cause it to change the opinion” determined 
in 1952. 

The House approved a revision of one section of 
the Principles of Medical Ethics of the AMA which 
clarifies the relationship of physicians to all forms 
of public information media. The revision had 
been worked out by the Council on Constitution 
and Bylaws. 

Studies are being made looking toward rewriting 
the Principles of Ethics, to make them clearer and 
more understandable, also in an attempt to liber- 
alize the function of the Judicial Council. If any 
member has some suggestions of how to reword 
the little booklet, his suggestions are invited to be 
sent to the Judicial Council; care headquarters of- 
fice, Chicago, Illinois. 

In an effort to solve the publicity problems re- 
sulting from unethical practices by a small minority 
of doctors, the House referred to the Board of Trus- 
tees a resolution calling for appointment of a spe- 
cial committee with broad professional representa- 
tion to study all aspects of the problems. The 
Board was asked to study and implement the intent 
of the resolution and to report its findings to the 
House at the June, 1954, meeting in San Fran- 
Cisco. 

This resolution was prepared in Michigan, but 
was introduced by a delegate from Oklahoma. It 
provided for a committee to study the causes and 
extent of faults or practices which have been the 
cause of much criticism of the profession in the 
public press and the national magazines recently 
—the question of fee splitting and its kindred prac- 
tices. Now the Board of Trustees has been directed 
to make a study, and report at the next meeting 
in San Francisco in 1954. No longer will writers 
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be able to say the profession is doing nothing about 
this abuse. 

To clarify misunderstandings among physicians 
regarding the rules and regulations of the joint 
Commission on Accreditation of Hospitals, especial- 
ly as they concern the role of the Department of 
General Practice in a hospital, the House adopted 
the following resolution: 


“That this House of Delegates of the American Medical 
Association request the Joint Commission on Accredita- 
tion of Hospitals to publish an article, or series of articles, 
in the Journal of the American Medical Association and 
other official publications circulating among the medical 
and hospital professions, to acquaint the medical-hospital 
profession with the regulations, bylaws and their interpre- 
tations, and 

“That the Commission clarify the methods by which an 
aggrieved hospital or its staff may appeal a decision 
with which they are not in agreement.” 


In the field of medical education, the House was 
“pleased to note” that a fourth grant of $500,000 
had been made by the American Medical Associa- 
tion to the American Medical Education Founda- 
tion for financial aid to the nation’s medical 
schools. The Foundation reported that its 1953 
income now totals $1,174,000 and that the num- 
ber of contributors now is more than double the 
total in 1952. 

At the opening session of the House, Edward J. 
McCormick, M.D., in his presidential address, 
made a strong appeal to the nation’s physicians for 
“action that will further the full confidence of the 
public in our profession.” 


“Good public opinion cannot be bought,” he declared. 
“It must be earned through exemplary conduct and gen- 
uine service in the public interest. Whatever money the 
AMA and its constituent societies spend for public edu- 
cation and public relations is wasted unless individual 
physicians take wholehearted interest in assuring the suc- 
cess of these ventures.” 


Dr. Reuling, emphasizing that much serious work 
remains to be done, warned that “times are just 
as troubled as when we had blanket bills before 
Congress which would have socialized the practice 
of medicine.” 

Dr. Keefer told the House that “the voluntary 


‘ way has been the most successful in the past and 


there is no reason to believe it will not continue 
to be in the future.” He urged maximum effort, 
co-operation and leadership on the community 
level. 

Just prior to the clinical meeting, the Joseph 
Goldberger award for outstanding contributions in 
the field of clinical nutrition was presented to 
James Somerville McLester, M.D., of Birmingham, 
Alabama, a practicing physician for more than fifty 
years. The award was presented by the AMA 
through its Council on Foods and Nutrition. 

Final registration at the St. Louis Clinical Ses- 
sion totaled approximately 7,500 including about 
2,700 physicians. 
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Washington Letter 


The second session of the 83rd Congress is get- 
ting down to its task under conditions that could 
mean passage of considerable legislation of impor- 
tance to medicine. Holding over from last ses- 
sion, or certain to be introduced this year, are 
bills touching on virtually every phase of medicine 
where the federal government could become in- 
volved. New laws are being proposed on veter- 
ans’ care, social security, national health plans, 
care of military dependents, medical scholarships 
for military personnel, and many other subjects. 

What will be done with this mass of legislation 
depends on an administration whose control over 
Congress is tenuous and a Congress looking for- 
ward to the fall, when all members of the House 
and one-third of the Senate must be elected or re- 
elected. As is the case every two years, most law- 
makers will be listening closely to what’s being said 
back home. 

Awaiting congressional action is the administra- 
tion’s plan for extending the social security system 
to bring more than 10,000,000 additional persons, 
including physicians, under Old Age and Sur- 
vivors Insurance (OASI). This legislation is 
known to have less support in the House Ways and 
Means Committee, where it is being handled, than 
it has in the Executive Branch. 

American Medical Association, supported by 
dentists, lawyers, farmers, and many other groups 
of self-employed, has consistently opposed inclu- 
sion under OASI. The question now is whether 
this opposition will be articulate enough to convince 
Congress. 

In place of social security for physicians, the 
AMA for several years has actively promoted legis- 
lation identified first as Reed-Keogh, then as Jen- 
kins-Keogh, named for the sponsoring congressmen. 
This would allow physicians and other self-em- 
ployed to defer income tax payments on a portion 
of their income, placed in restricted pension funds, 
obtainable in the form of benefits only in case of 
disability or at the specified retirement age. In 
this effort the physicians again are joined by a large 
group of associations representing the self-em- 
ployed. 

Other possible amendments to the social security 
law involve total and permanent disability pay- 
ments and waiver of OASI premiums for the dis- 
abled, so their final pensions won’t be reduced be- 
cause of periods when they had little or no income. 
In each of these, medical determinations would be 
required. In the past, these bills have threatened 
an expansion of the federal medical program, have 
laid out an unreasonable role for the physician, 
or have called for compulsory rehabilitation. 
While not opposed to the objectives, AMA has 
urged that both the patient and the physician be 
protected. In place of waiver of premium, the 
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AMA proposes that pension rates be based on the 
10 best earning years, thus obviating the need for 
medical determinations. 


As in other sessions, Congress this year probably 
will be asked to pass legislation providing free hos- 
pitalization under OASI for all persons past 65 
covered by OASI, and for other beneficiaries of 
the program. In other years Congress has not 
taken this idea seriously. 


The veterans program is certain to provoke ac- 
tion. Last November, Veterans Administration 
amended its forms to require more financial in- 
formation from veterans applying for hospitaliza- 
tion of non-service connected disabilities, who must 
state that they cannot afford private care. Con- 
gress may want to further clarify the government’s 
obligation to veterans. It is expected also that spe- 
cial effort will be made to expand medical bene- 
fits for veterans by such methods as increasing the 
periods in which certain diseases may be presumed 
to be of service origin. 

AMA’s position on the care of non-service con- 
nected cases is well known. It consists of three 
points. First, the best possible care by VA for 
actual service-connected cases. Second—until lo- 
cal and state facilities are adequate—VA care for 
long-term tuberculosis and neurological cases when 
the veteran himself can’t pay. Third, all other 
non-service connected cases to be the responsibil- 
ity of the veteran himself, his family, or his com- 
munity. 

Ths Defense Department has served notice that 
this session it will press hard for implementation 
of the Moulton Commission’s recommendations for 
broadening the medical care program for military 
dependents. The Commission favored caring for 
as many dependents as possible at military installa- 
tions, with the others receiving private care and 
the federal government paying all but a token of 
the cost. At its December meeting, the AMA’s 
House of Delegates proposed that in this country 
the military provide medical care for dependents 


only where private facilities are not adequate. 


Also up for decision this year is a Defense De- 
partment’s proposal that the federal government 
furnish medical, dental and nursing scholarships, 
with the recipients obligated for government serv- 
ice at the rate of one year for every year of the 
scholarship. 


There is a strong possibility of pressure to enact 
a program under which the federal government 
would in one way or another subsidize private 
health insurance plans. The idea is known to in- 
terest Rep. Charles Wolverton (R., N. J.), chair- 
man of the House Interstate and Foreign Com- 
merce Committee, which last fall conducted a series 


(Continued on Page 22) 
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Cancer Comment 


THE SEARCH FOR CANCER IS 


Much has been written in the past few years 
about the examination of apparently healthy indi- 
viduals to discover cancer in early and curable 
stages. The ability of the family physician to 
make the required examination or to recognize can- 
cer once its presence was suspected also has been 
discussed pro and con. 


According to the thinking of certain groups, vo- 
ciferously expressed on many occasions, the family 
physician, considered eminently competent in his 
usual role of health advisor for the average “run- 
of-the-mill” group of diseases, is totally incom- 
petent where the recognition of early cancer is con- 
cerned. Therefore, it is necessary to provide spe- 
cial facilities and medical skills for the cancer de- 
tection examination. 


Strangely enough, in many such instances, the 
physician who is deemed incompetent in his own 
office becomes a highly competent specialist as soon 
as he enters the portals of the specialized detection 
center and proceeds with the examination. In the 
majority of cases he is at a disadvantage in his new 
environment, working with new assistants and in 
strange surroundings. He is handicapped by work- 
ing with strange patients whose previous history is 
either entirely unknown or but sketchily known. 
He may never have seen the patient before nor 
will he ever see him again after his examination is 
completed. 


The examining physician is further handicapped 
by the rules governing the examination, which pro- 
vide that if or when cancer is found or suspected 
the examining physician must refer the examinee 
to his own family physician to complete the diag- 
nosis and refute or confirm the first examining 
physician’s findings. In such cases, the first physi- 
cian’s time, as well as that of the one examined 
has been wasted; for the physician to whom the 
partially examined patient was referred would in 
all probability repeat the examination to satisfy 
himself of the patient’s health background and 
other factors bearing on the case. 

Too often the one examined feels an unwarrant- 
ed sense of security for an indefinite period and 
neglects the recommended re-examination which 
is of as great importance as was the original one. 

The special cancer detection center is supported 
by public contributions. The average center has 
such a limited capacity that not more than one 
per cent of the contributing population can be 
served during any one year. It is a question involv- 
ing high moral principles as to whether the provi- 
sion of services to not more than one per cent of 
the contributing public can be justified as a per- 
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THE FAMILY PHYSICIAN’S JOB 


manent policy. The cost of each cancer found 
often reaches fantastic figures in these special de- 
tection centers. 

The limited capacity referred to above often 
makes for long delays for the examination appoint- 
ment. This delay has been known to exceed six 
to nine months. Under such conditions, an early 
cancerous growth present at the time the appoint- 
ment for examination was requested could have 
become a widely spread and incurable cancer dur- 
ing the waiting period. 

What is the answer to this problem? It has been 
solved in a very practical and highly satisfactory 
manner by the members of the Hillsdale County 
Medical Society. Six years ago these physicians 
announced their willingness to examine any of their 
patients in their offices during regular office hours 
if the patient made a previous appointment for the 
examination. In this program all the disadvan- 
tages of the specialized cancer detection center were 
overcome and each physician examined his own 
patients at a mutually convenient time. The re- 
sults of this program have been highly satisfactory 
to both patients and physicians and have provided 
the best solution yet offered for the cancer detec- 
tion examination of the general public. 

The number of cancers discovered and brought 
under treatment has been three times as great as 
the best average figures obtained from the special- 
ized detection centers. About two-thirds of can- 
cers found have been in early stages, hopeful for 
cure. 

The Hillsdale Plan for Tumor Detection has 
been widely copied throughout this country and 
abroad. It effectively answers the problem of how 
to find the largest number of cancers in an early 
stage when hope for a cure is greatest. Above all, 
it has shown that the cancer detection examina- 
tion belongs in the physician’s office amid familiar 
surroundings and with intelligent technical assist- 


- ance whenever necessary. Economically, the cost 


to the community is almost nil, as each patient 
pays for his examination in keeping with the fee 
schedule of the physician. 

All Michigan physicians can provide this same 
service to their patients. By so doing they not only 
improve their relations with patients who are being 
urged to have these examinations, they provide the 
only known practical way to find cancer in an 
early and curable stage. 





Cancer of the esophagus is five times more common in 
men than in women. 


The poor prognosis of cancer of the esophagus is due 
more often to diagnostic inefficiency than to ineffective 


surgery. 
JMSMS 
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In the three dosage forms here described, all of them accepted for NEW AND 








NON-OFFICIAL REMEDIES by the Council on Pharmacy and Chemistry, Veriloid 


is effectively employed either orally or parenterally, depending on the re- 
sponse desired, These dosage forms provide notable flexibility in treatment, 





BLETS VERILOID 





he slow-dissolving, scored tablets are supplied in 2 
”g. and 3 mg. potencies. In moderate to severe hy- 
ertension they produce gratifying response in many 
tients. According to published reports! this re- 
ponse can be maintained for long periods in fully 
(1% of patients; combination with other hypoten- 





sive agents has been credited with greatly increasing 
this percentage.? Initial daily dosage 9 mg., given in 
divided doses, not less than 4 hours apart, preferably 
after meals. Dosage is to be incréased gradually, by 
small increments, till maximum tolerated dose is 
reached. Maintenance dose 9 to 24 mg. daily. 










LUTION INTRAVENOUS 


or the immediate reduction of critically elevated 
blood pressure in hypertensive emergencies such as 
ypertensive states accompanying cerebral vascu- 
a disease, hypertensive crisis (encephalopathy), 
he toxemias of pregnancy. It lowers the blood pres- 
ure promptly, to any degree the physician desires, 


and with notable safety, since excessive hypoten- 
sive and bradycardic effects are readily overcome by 
simple means. Supplied in a combination package 
containing one 5 cc. ampul and a 20 cc. vial of 
diluent, and in boxes of six 5 cc. ampuls. The solu- 
tion contains 0.4 mg. of Veriloid per ce. 








TION INTRAMUSCULAR— 


ir maintenance of blood pressure in such critical 
istances, and for primary use in less critical situ- 
lions which do not show the same immediate 
gency. Provides 1.0 mg. of Veriloid per cc. in 
tonic aqueous solution incorporating one per cent 
tocaine hydrochloride. A single dose lowers the 
Mood pressure significantly, reaching its maximum 


1, Kaunize, R., and Trounce, J.: Treatment of 
Arterial Hypertension with Veriloid (Vera- 
trum Viride), Lancet 2:1002 (Dec. 1) 1951. 


9, Wilkins, R. W.: Combination of Drugs in 
the Treatment of Essential Hypertension, 
Mississippi Doctor 30:359 (Apr.) 1953. 


NKER LABORATORIES, INC. 2480 Beverly Bivd, Los Angeles 48, Calif. 


hypotensive effect in 60 to 90 minutes. By repeated 
injections (every 3 to 6 hours) blood pressure may 
be kept depressed for hours or days if necessary. 
Supplied in boxes of six 2 cc. ampuls. Complete in- 
structions as to dosage and administration accom- 
pany every ampul of the parenteral preparations of 
Veriloid and should be noted carefully. 






































































































































































































Heart 


FIFTH ANNUAL MICHIGAN 
HEART DAY SCHEDULED 


Recent advances in the field of heart and cir- 
culatory diseases will be highlighted at the Fifth 
Annual Michigan Heart Day to be held at the 
Sheraton-Cadillac Hotel in Detroit on March 12, 
1954. Heart Day, which is held each year as an 
integral part of the Michigan Clinical Institute, is 
sponsored by the Michigan Heart Association and 
will feature outstanding reports on the most recent 
developments in heart research in Michigan and 
in the nation. 

Departing slightly from its usual schedule of 
events, the 1954 Heart Day will begin with the 
Annual Meeting of Members of the Association 
at 9:00 A.M. This meeting will be brief, but 
important, and will end promptly at 9:20 A.M. 
The scientific program will begin at 9:20 A.M. 
and will end on schedule at 12 noon. The schedule 
of speakers and the topics to be discussed is as 
follows: 


Stanley Gibson, M.D., Chicago—‘Clinical Diagnosis 
of Congenital Heart Disease” 


Cameron Haight, M.D., Ann Arbor—‘“Cardiac Sur- 
gery” 

Albert Boyle, M.D., Detroit—‘‘Physico-chemical ap- 
proach to the Establishment of a Test for Athero- 
sclerosis” 


Mark Nickerson, M.D., Ann Arbor—‘Shock” 
George E, Wakerlin, M.D., Chicago—“Hypertension” 


A dinner meeting of the Board of Trustees has 
been scheduled for 6:30 P.M. in the Founders 
Room of the Sheraton-Cadillac Hotel. 


NEW HEART ASSOCIATION BOOKLET 
TELLS HOW TO KEEP THE SICK- 
ABED CHILD HAPPILY OCCUPIED 


Michigan M.D.’s will be interested in a recently 
published Heart Association booklet entitled 
“Have Fun—Get Well.” The booklet is directed 
primarily to young people and to parents whose 
children are ill with rheumatic fever or rheu- 
matic heart disease. The publication contains forty 
pages of specific suggestions which can be helpful 
to all parents and convalescents, including those 
faced with no more pressing problem than a bad 


cold. 


For youngsters convalescing from serious illness, 
keeping cheerfully occupied is an important phase 
of therapy. J. G. Fred Hiss, M.D., chairman of 
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the American Heart Association’s Council on 
Rheumatic Fever and Congenital Heart Disease, 
notes in a foreword, “Time stretches out like a 
great desert for the patient who must spend a 
long convalescence in bed.” The purpose of the 
pamphlet, he adds, is “to help parent and patient 
make this time of physical repair a period that is 
also mentally and spiritually constructive.” 

“Have Fun—Get Well” is actually two booklets 
in one. The first section, addressed to teen-agers, 
was written by Maryelle Dodds, occupational 
therapist, who has worked extensively with young 
rheumatic fever patients at Los Angeles County 
General Hospital. The second section, for parents 
of four-to-ten-year-olds, was prepared by the 
American Heart Association. The Association is 
responsible also for the comprehensive bibliog- 
raphy, listing sources of additional information 
and working materials, which is one of the pam- 
phlet’s most useful features. It should prove par- 
ticularly valuable to those who do not have ready 
access to big-city resources such as craft shops. 

After suggesting several ways to make it easy 
to work in bed, the guide for teen-agers describes 
many hobbies and other occupations which they 
can undertake while confined to bed, provided the 
doctor approves. Carving, finger weaving, fly 
tying, paper sculpture, learning to touch type, are 
just a few examples. Emphasis is placed also on 
a number of “jobs” for the convalescent, such as 
putting the recipe file in order or pasting up the 
picture album. Chores like these give the young- 
ster the satisfaction of sharing family responsi- 
bilities, says the booklet, adding: “Just try work- 
ing and see if you don’t feel better!” 

Simpler projects—including some like catch- 
ing sunbeams in a mirror to make “just looking” 
interesting for the child whose activity must be 
kept at a minimum—are detailed in the section 


' for younger children. The pamphlet stresses that 


parents should not expect too much either of 
themselves or of a sick child. “Most mothers 
cannot—and should not—devote full time to en- 
tertaining the patient,” it states. Although the 
suggested activities will take some adult attention 
at the beginning, most are designed to help the 
child continue on his own. They require only 
materials readily available at home or the dime 
store. 

Sprightly drawings on almost every page do 
much to make the pamphlet attractive to the 
youngster who will use it. Copies may be obtained 
from the Michigan Heart Association, 4421 
Woodward Avenue, Detroit 1, Michigan. 
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PR REPORT 








RECOGNIZING PR OPPORTUNITY with 
opening of WPAG-TV in Ann Arbor, Washtenaw 
County Medical Society, in co-operation with 
MSMS, went on air in November with one of the 
first regularly scheduled local programs over the 
new ultra-high frequency station. MSMS pro- 
vides motion pictures used on weekly half-hour 
show titled “Drama of Life.” Prologue to MSMS 
film “To Save Your Life” adopted as opening 
sequence for each show. Starting as a movie 
presentation, program may be adapted to panel 
format at later date, featuring Washtenaw County 
doctors of medicine. 


OVER 100,000 PAMPHLETS were mailed to 
MSMS members within one month, following in- 
auguration of a new PR effort for wider circula- 
tion of factual information on health-medical care 
using physicians’ offices as distribution centers. 
After the initial November mailing (some 85,000 
pamphlets), individual M.D.’s requested additional 
25,000 in short order. Requests still being received 
by MSMS Public Relations Department well into 
December. Four pamphlets included in first mail- 
ing, all produced by AMA: “Your Money’s Worth 
in Health,” “What About This Doctor Shortage?”, 
“A Doctor For You,” and “The AMAzing Story.” 
Why not make these pamphlets available to your 
patients? Order from MSMS. 


IN MSMS PR MILL AT LANSING headquar- 
ters are two new publications. One is handbook 
designed to better acquaint members with func- 
tions, services of State Society. While originally 
conceived for newcomer indoctrination, this book- 
let should prove valuable to every MSMS member. 

The second is PR Manual planned as guide for 
county medical societies in developing and oper- 
ating local PR programs. Aims and objectives of 
PR activity at community level will be discussed. 
Techniques which county societies may employ in 
successful PR program also stressed. 


HERE’S FINAL APPEAL to secretaries and 
PR chairmen of county medical societies: Be sure 
your organization is well represented at Annual 
PR Conference Sunday, January 31, at Sheraton- 
Cadillac, Detroit. Some new twists for PR in 
1954 are on agenda. Activities this year will 
emphasize importance of “hometown” PR and 
assistance to county medical societies. 


PR NOTES AT RANDOM: MSMS officers 
and delegates present for the AMA mid-year 
clinical session in St. Louis brought home some 
valuable new PR concepts from Sixth Annual 
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Medical Public Relations Conference, held in 
conjunction. ... AMA reports demand for radio 
transcriptions on health subjects set record in 
1953. Several popular transcribed series are avail- 
able via MSMS to local medical societies for 
broadcast. . . . “Losing to Win,” Metropolitan 
Life Insurance Co. film on problems and control 
of overweight for lay audiences, now released for 
educational showing. Under “Cheers for Chubby” 
title, film was well received in recent showings 
before commercial theater audiences throughout 
Michigan. . . . Another new film, concerned with 
solving school health problems through com- 
munity effort, “School Health in Action,” has 
been placed in AMA library for showing before 
interested groups. . . . Requests for films, tran- 
scriptions, and other materials may be channelled 
through MSMS PR Department. 


WASHINGTON LETTER 
(Continued from Page 14) 


of hearings on health matters. Senators Ives (R., 
N. Y.) and Flanders (R., Vt.) are offering a bill 
along the same lines in the Senate. 

The controversial Bricker resolution holds over 
from the last session, and may receive early con- 
sideration in the Senate. Senator Bricker believes 
that Congress should have some check on the Pres- 
ident’s treaty-making powers. The American Med- 
ical Association repeatedly has indorsed the Bricker 
resolution as a safeguard against the introduction 
into this country by treaty of government-controlled 
medical plans without Congress itself having a 
chance to pass on them. 

Awaited with interest in Washington are the 
findings of two Commissions appointed last year 
to look into the relationships between the federal 


government on the one hand and state and local 


governments on the other, and to investigate opera- 
tions of the executive branch. The former is head- 
ed by Clarence Manion and the latter by former 
President Hoover. The Hoover Commission has 
until next year to make its report. The Manion 
Commission was instructed to have a report ready 
by March, but it may ask for more time. 

Washington Office, AMA 
December 9, 1953 





Fluoroscopic examination of the stomach with ingested 
barium remains the most valuable and reliable of all 
diagnostic procedures. 

Polyp of the colon, wherever located, is without doubt 
frequently the precursor of cancer. 
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RAPID ABSORPTION— MAXIMUM THERAPEUTIC EFFECT 








Bene 6 


The clinical effectiveness of different 
brands of mephenesin tablets depends on 
their rate of absorption. A mephenesin 
tablet that disintegrates slowly is ab= 
sorbed slowly. The resulting low blood 
levels may never produce a maximum thera- 
peutic effect. Results with such a tablet 
are usually poor. 


Tolserol Tablets are a result of extensive 
Study and are formulated to disintegrate 
rapidly for fast absorption, thus main- 
taining optimum blood levels. 


Tolserol 


(Squibb Mephenesin) 


Complete information on the use of Tolsero] in muscle spasm 
of rheumatic disorders, in neurologic disorders and in acute 
alcoholism is available from the Professional Service Department, 
Squibb, 745 Fifth Avenue, New York 22, N. Y. 


. 


Say you saw it in the Journal of the Michigan State Medical Society 


SQUIBB 


23 


































Beaumont Memorial Contributions 





(Continued ) 


Additional contributors to the Beaumont Me- 
morial Fund, to November 6, 1953, are listed be- 
low: This list does not include the names of any 
contfibutors whose names were previously pub- 


lished in JMSMS. 


The Beaumont Memorial on Mackinac Island 
has been completed except for landscaping and 
furnishing the interior. 


Up to November 1, the sum of $39,648.90 had 
been expended on the Beaumont Memorial; con- 
tributions from members of the Michigan State 
Medical Society et al have totalled $30,959.17. 
To complete the job, it is anticipated that an ad- 
ditional outlay of $6,000.00 will be needed. 


Contributions from any MSMS members who 
have not as yet sent their checks for the Beaumont 
Memorial may be forwarded to Beaumont Me- 
morial Committee, Otto O. Beck, 'M.D., Chairman, 


Box 539, Lansing 3, Michigan. 


The continuing list of contributors to the Beau- 
mont Memorial includes: 


Harold E. Anderson, M.D., Battle Creek; R. E. Ans- 
low, M.D., Detroit; L. B. Ashley, M.D., Detroit. 


H. E. Bagley, M.D., Dearborn; Gordon W. Balyeat, 
M.D., Grand Rapids; H. F. Becker, M.D., Battle Creek; 
W. O. Benjamin, M.D., Detroit; K. F. Bennett, M.D., 
Kalamazoo; Roland R. Benson, M.D., Grand Rapids; 
R. C. Boelkins, M.D., Grand Rapids; Fred C. Brace, 
M.D., Grand Rapids; James C. Breneman, M.D., Gales- 
burg; Philip H. Broudo, M.D., Detroit; B. P. Brown, 
M.D., Charlotte; Roswell G. Burroughs, M.D., Detroit; 
W. Burrows, M.D., Kalamazoo. 


J. S. Campbell, M.D., Battle Creek; Joseph M. Ca- 
puto, M.D., Dearborn; E. M. Chandler, M.D., Battle 
Creek; J. W. Christie, M.D., Northport; James G. 
Christopher, M.D., Detroit; W. D. Cleland, Jr., M.D., 
Port Huron; Lewis Cohen, M.D., Detroit; Frederick A. 
Coller, M.D., Ann Arbor. 


Byrne M. Daly, M.D., Highland Park; Robert R. 
Dew, M.D., Kalamazoo; L. A. Dick, M.D., Kalamazoo; 
Karl Dubpernell, M.D., Detroit; E. J. Dudzinski, M.D., 
New Baltimore; Ivan F. Duff, M.D., Ann Arbo. 


David C. Eisle, M.D., Ironwood. 


Ralph B. Fast, M.D., Kalamazoo; C. A. Fettig, M.D., 
Detroit; John V. Fopeano, M.D., Kalamazoo; Charles H. 
Frantz, M.D., Grand Rapids. 


H. C. Gomley, M.D., Bronson; Jack R. Greenberg, 
M.D., Detroit; Frank L. Groat, M.D., Grand Haven. 


R. F. Hall, M.D., Mt. Pleasant; R. S. Halligan, M.D., 
Flint; Fred Z. Havens, M.D., Rochester, Minnesota; 
Harold H. Heuser, M.D., Bay City; A. D. Hobbs, M.D., 
St. Louis; Aben Hoekman, M.D., Pontiac; Lloyd W. 
Howe, M.D., Marquette; Homer A. Howes, M.D., 
Detroit. 


Homer E. Isley, M.D., Blissfield. 
Robert Jaenichen, M.D., Saginaw; Fred M. Jameson, 
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M.D., Grand Rapids; Everett V. Johnston, M.D., De- 
troit; L. W. Juhnke, M.D., Mt. Pleasant. 


Woman’s Auxiliary to Kent County Medical Society; 
H. F. Kilborn, M.D., Ithaca; H. G. Kleekamp, M.D., 
Saginaw; Howard T. Knobloch, M.D., Bay City. 


W. E. Larson, M.D., Cheboygan; P. C. Le Golvan, 
Lt. Col., MC, San Antonio, Tex. 


M. A. MacDonald, M.D., Kalamazoo; K. C. Mac- 
Pherson, M.D., Detroit; A. D. Mann, M.D., Detroit; 
Woman’s Auxiliary to the Mason County Medical So- 
ciety; Joyce W. Mason, M.D., Ypsilanti; Stephen C. 
Mason, M.D., Ypsilanti; G. L. McKillop, M.D., Gay- 
lord; A. R. McKinney, M.D., Saginaw; P. E. Medema, 
M.D., Muskegon; F. J. Melges, M.D., Battle Creek; 
Michigan Society of Obstetricians and Gynecologists; 
Michigan State Medical Assistants Society; R. E. Mich- 
merhuizen, M.D., Grand Haven; E. A. Miller, M.D., 
Berrien Springs; K. C. Miller, M.D., Saugatuck ; Coleman 
Mopper, M.D., Detroit; H. V. Morley, M.D., Detroit; 
P. J. Murphy, M.D., Calumet. 


Russell Nahigian, M.D., Detroit; D. M. Nelson, M.D., 
Detroit; H. M. Nelson, M.D., Detroit. 


Alex Olen, M.D., Detroit; the late William Osler, 
M.D., Quebec. 


F. W. Palmer, M.D., Mt. Pleasant; Martin Patmos, 
M.D., Kalamazoo; J. L. Ponka, M.D., Detroit; P. W. 
Ports, M.D., Farmington; L. A. Pratt, M.D., Detroit; 
W. P. Purfield, Jr., M.D., Manchester. 


W. R. Rekshan, M.D., Allen Park; R. W. Rinkel, 
M.D., Allen Park; R. J. Rogers, M.D., Vicksburg. 


Harry H. Sand, M.D., Dearborn; Susanne M. Sander- 
son, M.D., Detroit; Thomas Schrier, M.D., Comstock; 
George Sewell, M.D., Detroit; Milton Shaw, M.D., Lan- 
sing; S. A. Sheldon, M.D., Saginaw; A. B. Smith, M.D., 
Grand Rapids; D. Roemer Smith, M.D., Iron Mountain; 
R. H. Strange, M.D., Mt. Pleasant; Karl L. Swift, 
M.D., Detroit; L. W. Switzer, M.D., Bay City. 


Ralph Ten Have, M.D., Grand Haven; Charles Ten 
Houten, M.D., Paw Paw; George C. Thosteson, M.D., 
Detroit; Peter E. Tuynman, M.D., Detroit. 


E. W. Van Auken, M:D., Big Rapids; E. J. Van 
Sweden, Contractor, Grand Rapids; Harold E. Veldman, 
M.D., Grand Rapids. 


Wadsworth Warren, M.D., Detroit; S. C. Whitlock, 
M.D., Dimondale; E. P. Wilbur, M.D., Kalamazoo; 
E. C. Wilson, M.D., Harrison; C. H. Wright, M.D., New 


.York City. 


D. C. Young, M.D., Detroit; W. R. Young, M.D., 
Lawton. 


Margaret H. Zolen, M.D., Kalamazoo; E. H. Zwergel, 
M.D., Cassopolis. 


Dedication Set for July 17, 1954 


The Beaumont Memorial on Mackinac Island 
will be dedicated with formal ceremonies on Sat- 
urday, July 17, 1954. This important event will 
be a high point in the history of Michigan Medi- 
cine. The Beaumont Memorial will be “a long- 
time monument to the generosity of Michigan’s 
medical men,” a statement by Dr. Beck which has 
been oft repeated. 
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Treatment of the Ambulatory 
Asthmatic Patient with Corti- 
cotropin Purified in Gelatin 


By Leslie N. Gay, M.D. and 
George W. Murgatroyd, Jr., M.D. 


Baltimore, Maryland 


HE RESULTS of treatment of the asthmatic 
patient have been most discouraging to the 
general practicing physician in spite of the advan- 
tages of such drugs as ephedrine, aqueous adrena- 
lin, adrenalin in oil, aminophyllin, and the oxy- 
gen tent. Temporary relief can be obtained by 
one or more of these remedies, but until the dis- 
covery of ACTH, sustained relief was the occa- 
sional rather than the usual reward for heroic 
measures. Another problem which confronts the 
internist is the limited hospital space available for 
the treatment of the chronically ill patient. The 
asthmatic patient, who falls into the category of 
the “chronically ill,” unfortunately has attacks of 
dyspnoea so severe that he (or she) is completely 
incapacitated, often for many days. Paradoxically, 
he now becomes an acutely ill patient, but hospital- 
ization is still difficult to obtain. The discovery of 
the hormones, Cortisone and Adrenocorticotropin, 
has opened up new avenues of approach toward 
a solution of a most distressing group of symptoms. 


Earlier investigations have proved without doubt 
that crystalline ACTH, administered by injection 
four to six times in twenty-four hours, gives pro- 
longed remissions to a great majority of patients 
suffering with moderately severe or extremely se- 
vere asthma. The disadvantages of the treatment 





Presented at the Eighty-Eighth Annual Session, Michi- 
- State Medical Society, Grand Rapids, September 25, 
5. 


January, 1954 


are obvious: the patient must be in a hospital; 
local reactions occasionally occur at the point of 
injection; the economic strain on the patient is a 
serious consideration. A purified repository form 
of this hormone offers a solution to these disadvan- 
tages. McCombs? used ACTH combined with 
purified gelatin, or suspended in sesame oil. He 
concludes that 40 units per day given in a single 
dose is as effective as 60 to 80 units in divided 
doses of the aqueous hormone. Gay and Murga- 
troyd? using ACTH suspended in peanut oil or 
sesame oil, treated eight patients having contact 
dermatitis. Results were excellent. Recently, the 
manufacturers have made available a preparation 
of highly purified Corticotropin in gelatin. Levin? 
recently reported his experiences with repository 
adrenocorticotropic hormone in allergic diseases. 
His results were excellent, and he encountered no 
undesirable side effects nor observed any evidence 
of allergic sensitivity. Our survey supplements 
Levin’s recent findings. 


The survey comprises the treatment of seventy- 
eight ambulatory patients who suffered from se- 
vere bronchial asthma and emphysema. This clin- 
ical investigation was prompted by a combina- 
tion of problems, preponderant among which 
were: severity of the symptoms; lack of beds for 
immediate admission; economic burden borne by 
the chronic ambulatory patient; hoplessness of 
outlook for the chronic bed-ridden patient. 


Many of the patients had been under observa- 
tion for a number of years prior to the discovery 
of ACTH. All therapeutic measures had been 
tried, including large doses of antibiotics, often 
with transient success. Thus the results of other 
methods can be compared with those of ACTH. 


Prior to treatment a complete diagnostic sur- 
vey was made: including x-ray studies of the 
sinuses and chest, electrocardiograms, and when 
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indicated bronchograms to eliminate bronchiec- 
tasis. Throughout the period of treatment with 
Corticotropin, careful supervision of the patient is 
essential. In these patients blood pressure records, 
urinalysis, blood studies with special reference to 
blood sugar, non-protein nitrogen and eosinophil 
response to ACTH were made repeatedly. 


H. P. Acthar Gel is available in 5 cc. vials con- 
taining 20, 40, and 80 units per cc. The material 
is fluid and requires no preliminary preparation. 
Needles and syringes must be dry sterilized to 
avoid contamination of the vial with water. Our 
injections were made in the glutei through a 20- 
gauge needle under sterile precautions. 

Experienced physicians through recognized pro- 
cedures can control the symptoms of the asthmatic 
patient in the early stages. But the more pro- 
longed the duration of symptoms, and the older 
the patient, the more difficult it becomes to give 
sustained relief. The asthmatic patients in this 


report are divided into four age groups. 


Group I 
Group II 
Group III 
Group IV 


3 yrs. to 20 yrs. 
20 yrs. to 40 yrs. 
40 yrs. to 60 yrs. 
60 yrs. to 80 yrs. 


Discussion will be directed especially to the 
older two groups, patients who had derived little 
or no relief from other therapy. 


All patients were treated once in twenty-four 
hours. Total dosages were recorded for each 
period of treatment. On the first day, 60 to 100 
units, depending on the severity of the symptoms, 
were administered. On the second and third days, 
60 to 80 units were administered. On the fourth 
and subsequent two or three days, 20 to 60 units 
were administered, depending entirely on the in- 
dividual response to this schedule of dosage. Daily 
treatment was given to the majority of the pa- 
tients for from five to seven days. 


As Levin points out, besides the necessity for 
frequent administration of the aqueous prepara- 
tion intramuscularly, there is the tendency to 
severe local reaction. In this study of seventy- 
eight patients, no instance of local reaction oc- 
curred at the site of approximately 2,000 injections 
of the repository form of the hormone. 

In patients undergoing short periods of treat- 
ment, studies of 17-Ketosteroids are unnecessary to 
good clinical management. However, eosinophil 
studies were determined in every case: In the 
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majority there was a sharp reduction in the count 
after the first or second dose; subsequently the 
counts fluctuate, on occasion higher than the 
original count. Patients improved clinically ir- 
respective of the count. There is sufficient ex- 
perimental data to conclude that the ACTH effect 
on 17-Ketosteroids is the same when this hormone 
is in repository form as when it is in aqueous 
solutions. Such studies, therefore, were omitted 
in this group of patients. 


Analysis of Results of Treatment 


Groups I and II 


It is the exceptional patient of the first four 
decades whose symptoms cannot be controlled by 
the usual remedies which were available to physi- 
cians prior to the discovery of ACTH and Corti- 
sone. These remedies need not be reviewed. Thor- 
ough study reveals a specific allergic factor, the 
elimination of which gives dramatic relief. When 
elimination is impossible, as is the case of a 
patient who has asthma from the inhalation of 
pollen, desensitization, when indicated, is essen- 
tial. The patients in Groups I (3-20 years) and 
II (20-40 years) had failed to obtain satisfactory 
relief from these usual measures, and for this rea- 
son H. P. Acthar Gel was considered as a possible 
remedial agent. 

In the first group there were seven patients, all 
males. Ages were from three years to twenty 
years. The child of three years is especially in- 
teresting as the hormone ACTH undoubtedely 
saved this child’s life. (Table I.) 


Age Group I (3-20 Years) 


Case 2.—D.B., a three-year-old child, has had asthma 
since the age of three months. When first seen he was 


‘extremely ill, and was immediately started on ACTH in 


oil. He was given a total of 300 mgms. with complete 
relief. Skin tests by Passive Transfer Technique showed 
a number of reactions to inhalants, peanut butter and 
ragweed pollen. Frequent ingestion of peanut butter was 
the principal cause of his asthma. The patient is now 
under specific treatment with extracts of ragweed and 
house dust. Since the initial course of treatment with 
repository ACTH, he has had no further asthmatic dis- 
comfort except one spell, lasting a few days in June 
1951, cause undetermined. 


These seven patients responded to H.P. Acthar 
Gel without local reaction; there were no side ef- 
fects excepting as mentioned in Case 2; the clinical 
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TREATMENT OF ASTHMATIC PATIENT—GAY AND MURGATROYD 


TABLE I. AMBULATORY PATIENTS: ASTHMA-HAY FEVER 
AGE GROUP I: 3-20 YEARS 














Etiology ACTH Gel Therapy 
Duration Severity Side 
No. | Name | Age | Sex oO of Symptoms Allergy and/or Total Effects Results Remarks 
Asthma Infection Dosage Eosin 
(Units) (Response) 
1/ A.A. | 14] M 7 Yrs. | Moderate Primary: Aller; 150 —_ None Excellent | Mild attacks 


£y 
(Acute) Secondary: Infection 


2) D.B. 3/M 3 Yrs. | Continuous Primary: Allergy _ 
status Secondary: Infection 
asthmaticus 


3 | C.E. | 20 | M |} 18 Yrs. | Continuous 
asthma 


4} B.T. | 15 | M | 11 Yrs.| Very severe 


Primary: Allergy 


Primary: Infection 
Secondary: Allergy 


L.B. 9|}M 5 Yrs. | Severe 


or 


Primary: Infection 
Secondary: Allergy 


6| AH. | 19} M 4 Yrs. | Moderate Allergy 


oe = SB ae i 6 Yrs. | Severe Primary: Allergy 


Secondary: Infection 























controlled by 
adrenalin spray. 
Violently allergic to 


300 1441-143 General Life 
44-0 


(80-80- oedema saving dust, nuts (peanut 

80-60) 0-165 (temp. ) butter). No 
recurrence of 
asthma. 


1-160 847-264 None 
“oe 12.5 mgms. 


Excellent | Relief continues on 
cortone and 


Rak erythrocin. 
ACTH crystalline plus | None Excellent | Hospitalized for 
H.P. acthar gel convenience. 

300 units. 
1-120 168-88 None Excellent | Asthma caused by 
2-Hydrocortone hysical changes, 
10 mgm. b.d. umes, chocolate, in 
addition to infec- 
tion and allergy. 

1-120 1738-0 5 Lb. Excellent | Asthma occurs during 

2- 80 902-110 weight ragweed season. 

3-Hydrocortone gain 

20 mgm. b.d. 

1-180 506-66 None Excellent | Child had emphysema 
and plugged bron- 
chi allergy to rag- 
weeds, grasses and 
inhalants. 














improvement of each patient was rapid and pro- 
longed. 

In the second group there were sixteen patients, 
ages twenty to forty years, average age thirty-three 
years. The sex was equally divided. Seven pa- 
tients whose symptoms occurred as acute par- 
oxysms, failed to obtain relief until after the ad- 
ministration of H.P. Acthar Gel. The other nine 
patients had been completely incapacitated for 
days prior to the administration of the hormone. 
Allergy was the primary cause of the attacks in 
thirteen patients; infection precipitated the res- 
piratory symptoms in three patients; however, in 
four patients of the allergic group, infection, 
though secondary, was an important factor. Al- 
though the majority of these patients had acute 
paroxysms of asthma, complete relief followed the 
treatment in all but five patients. 

The case histories of several of the group are 
of interest: 


Age Group II (20-40 Years) 


Case 1.—¥F.B., a thirty-year-old man, has had nasal 
allergy since 1946 and asthma since 1947. In the past, 
upper respiratory infections had precipitated asthma, 
but after the administration of penicillin, the problem 
was brought under control. In January 1952, he was 
first given H.P. Acthar Gel because of a severe asthmatic 
attack, presumably brought on by an infection. This 
was brought under control by the administration of 
the hormone. During the course of the treatment, he 
developed pain in his right shoulder joint, in both jaws 
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and in the left wrist; this discomfort subsided after 
H. P. Acthar Gel had been discontinued. The patient 
was symptom-free for about nine months; then he was 
hospitalized because of severe bronchial asthma. He 
was given H. P. Acthar Gel in progressively lower doses 
and there was prompt response and complete relief by 
the time of his discharge. 


Since October 1952, he has been given infrequent 
doses of H. P. Acthar Gel; also Cortisone orally when 
indicated. Finally he moved to a milder climate than 
that of Maryland, and has been comparatively free of 
symptoms. In a summary, neither Corticotropin nor 
Cortone was as helpful as expected. 


Case 3—R.G., a thirty-eight-year-old woman, de- 
veloped her first attacks of asthma at the age of fifteen. 
In March 1953, her symptoms became so distressing 
that the usual medication failed to give her any relief. 
She was given 80 units of H. P. Acthar Gel on March 
20, and by March 21 the eosinophil count—which had 
registered 541—dropped to zero. She showed marked 
improvement. Examination of her chest showed com- 
paratively few asthmatic rales and she was given a second 
dose of 80 units. Following this course of 160 units 
the patient completely recovered from her discomfort, 
and there has been no return of symptoms since March 
1953. 


Case 5.—W.L., a thirty-three-year-old man, has been 
under observation since he was five years old. For more 
than twenty years he had suffered with seasonal hay 
fever and received specific injections. His asthmatic 
discomfort began in 1951 during the grass season. Ex- 
amination revealed a chest full of wheezes, and marked 
respiratory discomfort even without exertion. In 1951 
he was given a course of ACTH in sesame oil, a total 
of 180 mgms. Following this therapy, there was slight 
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local reaction in the deltoid and considerable fatigue, 
but his symptoms immediately subsided. Subsequently, 
when his asthmatic discomfort develops, his symptoms 
have been controlled each season by a single dose of 
H. P. Acthar Gel. 


Case 8.—M.N., a thirty-two-year-old man, gives a 
history of having developed hay fever in August 1948. 
With his hay fever he has also had pollen asthma. He 
received specific treatment with the pollens of ragweed 
and grasses with excellent results for two years. In 
January 1953 he stopped all treatment, and with the 
onset of the grass season in May he had very severe 
asthma which failed to respond to the ordinary medica- 
tion. May 14 he was administered 80 units of H. P. 
Acthar Gel. Within twenty-four hours his eosinophil 
count of 349 cells dropped to 11 cells. His asthma sub- 
sided several hours after the first injection, and on 
May 15 he was given a second dose of 40 units. He re- 
turned May 18 completely free of all discomfort. The 
eosinophil count had increased to 550 cells. He has had 
no difficulty since returning to his desensitization pro- 
gram. 


Case 9.—W.P., a thirty-seven-year-old woman, de- 
veloped hay fever at age nineteen—eighteen years ago. 
Two years ago she was first examined after she had 
developed asthma. Although she was allergic to pollens 
only, she had been continuously short of breath. Adrena- 
lin, administered repeatedly, gave transient relief. She 
was given 80 units of H. P. Acthar Gel and in twenty- 
four hours she was free of discomfort. The eosinophils 
increased from 242 to 253 cells. A second dose of 80 
units was administered the following day, and her im- 
provement continued for three days. Subsequently dur- 
ing a period of twelve months she was given desensitiza- 
tion therapy and three additional courses of H.P. Acthar 
Gel. Because of her failure to respond satisfactorily, 
even though Cortone was prescribed to supplement this 
treatment, she moved to Florida. For reasons which 
cannot be explained, she responded poorly to the hor- 
mone. 


Case 10.—J.P., a thirty-five-year-old man, developed 
hay fever in 1942. Symptoms began in April and con- 
tinued to mid-July. He was first examined in 1951, and 
the pollens of trees and grasses were found to be re- 
sponsible for his discomfort. Because of the persistence 
of his symptoms, he was given 40 units of H. P. Acthar 
Gel May 9, 80 units May 10, and 40 units May 11, a 
total of 160 units. His eosinophils increased from 100 
to 132 cells per cu. mm. He experienced an excellent 
result from this therapy, and has had no recurrence of 
asthma. 


Case 12.—B.W., a thirty-three-year-old man, has been 
under observation since May 1950. He gave a history 
of asthma that developed when he was eighteen months 
of age. He continued to have mild attacks each year 
throughout his childhood. However, by the time he 
was seventeen years of age, hay fever and asthma oc- 
curred only during the summer months. At twenty-one, 


36 





TREATMENT OF ASTHMATIC PATIENT—GAY AND MURGATROYD 





he began to have more frequent respiratory discomfort 
and he developed perennial asthma, for which he could 
obtain no relief from the usual medications. Change 
of climate had little effect. Specific injections were ad- 
thinistered over a period of years. Two years ago when 
ACTH was available in sesame oil, he was given his 
first course of the hormone. He was in such extreme 
discomfort that I was fearful he might not survive the 
severity of his attack. During the summer of 1951, from 
June to October, he received repeated injections of 
ACTH in oil. His last dose in 1951 was administered 
September 24. During the winter of 1952 he was 
asymptomatic. However, in June 1952, with the onset 
of asthma, 80 units of H. P. Acthar Gel were admin- 
istered once each week, and continued throughout the 
entire pollen period which ended October 1. As he 
was free of symptoms in the winter of 1953 no treat- 
ment was administered until May 1. Through the 
summer of 1953, he was given 60 units of H. P. Acthar 
Gel once each week with complete freedom of symptoms. 

Since his asthma began when he was eighteen months 
of age, the success of this treatment indicates that serious 
future discomfort may be prevented in similar cases, if 
the schedule of the past two years is repeated annually. 


There were six relapses in the twenty to forty- 
year group; three patients had side effects, one of 
which—generalized tremor and apprehension fol- 
lowing the initial dose of 80 units—was so severe 
that further administration of ACTH was not at- 
tempted. 


Groups III and IV 


It is to age groups III (40-60 years) and IV 
(60-80 years) that special attention is directed, 
as these patients are the serious clinical problems 
encountered every day by the internist. The pri- 
mary problem is infection; the secondary problem, 
the aftermath of prolonged dyspnea, is emphy- 
sema. Allergy is of little importance in the ma- 
jority of the cases. For example, allergy played a 
minor role in only six of the fifty-two patients in 
the two age groups. 

The average age of the forty to sixty year group 
(twenty-nine patients) was fifty-two years and sex 
was equally divided. In twenty-four patients the 
attacks were very severe and disabling. In five pa- 
tients the attacks were moderately severe, but had 
been unresponsive to all previous treatment in- 
cluding antibiotics. Infection and emphysema 
were the causes of the dyspnoea. The proper dos- 
age of H. P. Acthar Gel administered to any pa- 
tient cannot be determined prior to treatment, 
for the reaction of each individual is markedly 
different. Relapses were encountered in a number 
of patients; however, subsequent treatment was 
equally as effective as the first course of injections. 
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AGE GROUP II 


TREATMENT OF ASTHMATIC PATIENT—GAY AND MURGATROYD 


TABLE II. AMBULATORY PATIENTS: ASTHMA-HAY FEVER 
: 20-40 YEARS 











No. | Name} Age 









Sex 


Duration 


re) 
Asthma 


Severity 
of Symptoms 


Etiology 


Allergy and/or 
Infection 





ACTH Gel Therapy 





Total 
Dosage Eosin 
(Units) (Response) 





Side 
Effects 


Results 





Remarks 
















2) F. 29 
3 | R.G. | 38 
4)S8.J. 31 



















































































7|J.F. | 32 

8 | M.N.| 32 

9 | W.P. | 37 
10 | J.P. | 37 
11 | 8.P. | 29 
12 | B.W.| 33 
13 | S.W. | 34 
14 | D.Y. | 34 
15 | G.F. | 38 
16 | F.B. | 36 






































M 





6 Yrs. 


20 Yrs. 


12 Yrs. 





5 Yrs. 


2 ¥s. 
18 Yrs. 


4 Yrs. 


22 Yrs. 


31 Yrs. 


22 Yrs. 


27 Yrs. 


20 Yrs. 


30 Yrs. 








23 Yrs. 





Very severe 


Moderate 
(acute) 


Moderate 
(acute) 
Very severe 


Moderate 
(acute) 


Moderate 
(acute) 


Moderate 
(acute) 


Very severe 


Very severe 


Moderate 
(acute) 
Very severe 


Repeatedly 
status 
asthmaticus 


Very severe 


Very severe 


Status 
asthmaticus 


Slight to 
severe 











Infection 


Allergy 


Allergy 


Allergy 


Allergy 


Infection 


Allergy 


Allergy 

Primary: Allergy 
Secondary: Infection 
Allergy 


Primary: Allergy 
Secondary: Infection 


Allergy 


Allergy 


Infection 


Primary: Allergy 
Secondary: Infection 


Primary: Allergy 
Secondary: Infection 








1-500 168-154 
2-100 — 

3-250 803-136 
4-360 638-319 


5-25 units i.v. 10 days 
80 


275-143 


160 
340 


541-0 
641-319 


1-260 77-88 

2-Cortone 12.5 mgms. 
b.d. 

1-260 66-99 


2-Cortone 12.5 mgms. 
b.d. 


120 349-11 
1-160 242-253 
2-320 319-250 
3-60 el 
4-80 451-132 

160 110-132 
1-160 484-242 


2-Cortone 25 mgms. 
b.d. for 8 doses. 


1-920 55-110 
2-240 242-41 
3-300 132-198 
4-840 oo 
5-60 Every wk. 
May to Oct.—2 yrs. 
1-150 363-605 
2-220 600-0 
3-120 209-143 


4-Cortone 12.5 
mgms. AM & PM 


1-360 — 
2-400 737-22 
3-520 341-0 
4-580 —_— 
i ae 25 mgms. 
1-220 1155-22 
2-640 (in hospital) 
3-220 1177-418 


4-40 every 5 days 


1-280 770-253 
2-Hydrocortone 20 
mgms. q. 4 hr. 2 
days; 20 mgm. b.d. 
4 days; 10 mgms. 
b.d. for 10 days. 








None 


Severe 
reaction 
(imme- 
diately 
after 
Rx). 

None 





None 


None 


None 


None 


None 


None 


None 


None 


None 


. Moderate 





Poor 


Failure 


Excellent 


Poor 





Excellent 


Failure 


Excellent 


Poor 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 











Finally decided to 
change climate. 
ACTH and cortone 
of little aid. 


Received one dose 
only. 


No recurrence since 
original dose. 

Patient continued to 
have discomfort of 

moderate degree. 


Patient's asthma 
followed weed hay 

fever. Relief of 

asthma only. 





Occasional mild 
asthma associated 
with alcohol. 

Treatment gave such 
transient relief 
both ACTH and 
cortone discon- 
tinued. 

No recurrence of 
asthma. 

Relief is transient. 


Asthma due to weed 
pollen. 

No return of symp- 
toms followed the 
outlined therapy. 

Life saved by ACTH. 
has had no asthma 
since on annual 
weekly schedule. 
1951-1953 


Asthma associated 
with pollen. 
Cortone less 
beneficial. 


No serious discomfort 
unless infection 
develops. 


V:C.—2.2 to 4.6 
cortone 275 mgms. 
no relief. Remis- 
sion for 6 mos. 

thma: asso- 
ciated with pollen. 

Long standing history 
of asthma. Allergy 
to ragweeds, 
inhalants and 
spores. 














































January, 1954 








Twenty-six patients received their treatment with- 
out any side reactions; three patients complained 
of insomnia, superficial edema, and increase in 
weight, but a more cautious treatment was subse- 
quently administered without any 
Three patients of the twenty-nine who responded 
poorly to adequate doses of Cortone prior to Cor- 
ticotropin therapy are still receiving injections of 
H. P. Acthar Gel 20 to 60 units every second or 


recurrence. 


third day. Of the twenty-nine patients, only one 
patient responded poorly to the hormone. To this 
patient 440 units gave such transient benefit that 
further treatment was inadvisable. Subsequently, 
fifteen of the twenty-nine patients were given Cor- 
tone or Hydrocortone orally. With no exceptions, 
they are continuing in a remission. 

Typical examples of the accomplishment of the 
hormone when administered to this age group of 
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AGE GROUP 111: 40-60 YEARS 
Etiology ACTH Gel Therapy 
Duration Severity Side 
No. | Name | Age | Sex o of Symptoms Allergy and/or Total Effects Results Remarks 
Asthma Infection Dosage Eosin 
(Units) (Response) 
1 | M.B.| 57 | M | 18 Yrs.| Very severe Infection 220 88-0 Edema of | Poor Rapid development 
emphysema extremi- te) ema and poor 
ties response to the 
hormone: Treat- 
ment discontinued. 

2|M.F.| 46} F | 17 Yrs.| Very severe Infection 1-640 605-539 None Excellent | V.C. 1.1 to 2.4 
2-100 Returned to former 
3-500 286-165 full-time occupa- 
4-480 209-88 tion. 

5-300 308-341 

6-240 176-33 ~ 

70 msn, AM & PM 
m. 

3) L.C 50 | M | 10 Yrs. | Acute attack | Infection 180 — None Excellent | Rapid improvements 
after 80 units. No 
recurrence of 
asthma. 

4|L.C. | 53 | M | 16 Yrs. | Moderate Primary: Infection 1-240 198-0 None Good Asthma returns if 

Secondary: Allergy 2-140 165-187 exposed to excess 
3-—Cortone-12.5 mgms of dust or ragweed 
AM &P pollen. 

5 | H.F. | 43 | M | 21 Yrs. | Repeatedly Infection 1-560 1342-110 | None Excellent | 1. Received 1300 mg. 
status 2-160 ees cortone with little 
asthmaticus 3-180 110-22 relief. 2. Received 

4-400 2000 mg. cortone 
subsequently little 
relief. 3. Relapse 
immediately con- 
trolled by ACTH. 
V.C. 2.5 to 4.2. 

6) L.F. | 50] F 3 Yrs. | Very severe Infection 1-380 — None Excellent | Cortone caused 

2-20 two times oedema. Asthma 

weekly controlled by 
ACTH;; fluid and 
salt restricted. 

7|G.F 53 | M 7 Yrs. | Very severe Infection 1-220 88-99 None Excellent .C.—2.5 to 3.8 

emphysema 2-Hydrocortone— comfortable. 
" 20 mgms. AM & PM 
8 | F.G. | 48 | F | 48 Yrs.]} Very severe Infection 1—Hydrocortone— Insomnia | Excellent | V.V.—1.0 to 1.4 
emphysema 120 mg. followed no recurrence. 

P —_— ACTH 

9 | M.G.| 59 | F | 36 Yrs. | Very severe Infection 1-310 — None Good Marked mental 

emphysema 2-320 438-321 instability but 
3—Hvdrocortone— relief has been 

AM & PM maintained after 

years of asthma. 

10 | M.G.| 59 | M 4 Yrs. | Life saving Infection 1-Cortone 200 mg. None Excellent | Originally treated 
status emphysema (ineffective) with crystalline 
asthmaticus — 7 ACTH in hospital. 

3-525 a Subsequently Rx 
4-80 units every 5 days as ambulatory 
5-Hydrocortone patient. Excellent 
20 mgm. B.D. control of 
symptoms. 

11 | N.H.| 51] F 8 Yrs. | Very severe Infection 1-340 110-60 None Excellent | V-C.—2.0 to 2.9 
2-480 aon condition con- 
3-Cortone 25 mgm. trolled by cortone. 

daily. 

12 | A.H. | 43 | F 6 Yrs. | Very severe Infection 1-360 1067-583 None Moderate | Relapses required 
2-140 715-946 im- repeated courses of 
3-Cortone—12.5 prove- ACTH supple- 

mgm. B.D. ment mented with 
cortone. 

13 | A.H. | 43 | M | 10 Yrs. | Moderate Infection 1-200 858-77 None Excellent | Symptoms subse- 
2-60 250-0 quently controlled 
3-Hydrocortone 20 with ephedrine. 

mgms. B.D. 

14 | M.I. | 57 | M 8 Yrs. | Moderate Infection 1-600 —_— None Excellent | V.C.—2.1 to 3.5 
2-80 275-77 Returned to full 
3-180 191-143 time work with 

occasional mild 
asthma. 

15 | S.K. | 44 |. F | 26 Yrs. | Life saving Primary: Infection 1-240 1265-347 | None Excellent | Repeated therapy 
status Secondary: Allergy 2-180 1298-300 often hospitalized 
asthmaticus 3-60 units twice until schedule 

weekly twice weekly began . 

16 | L.K. | 49 | M | 28 Yrs. | Very severe Primary: Allergy 280 748-187 None Excellent | V.C.—1.9 to 3.9 

Secondary: Infection dramatic relief. 

17 | C.M.| 59 | M | 34 Yrs. | Very severe Infection 1-480 99-143 | Super- Excellent | Patient has followed 
emphysema 2-300 a= cia schedule for 10 

3-60 198-132 edema mos. with great 

4-30 twice weekly V.C.—2 to 

6 " 

18 | M.N.| 57 | F | 50 Yrs.| Very severe Infeetion 1-140 418-231-0} None Excellent | Complete relief 
2-200 528-88 ollowed second 
3-—Hydrocortone 10 course. Must con- 

AM & PM ‘ie hydrocortone. 

' 19 | B.R. | 54 | F | 20 Yrs.| Very severe Infection 440 143-396 None Poor mptoms uate 
elieved. Rx dis- 

penta Change 
of climate helped. 
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AGE GROUP 111: 40-60 YEARS 


TREATMENT OF ASTHMATIC PATIENT—GAY AND MURGATROYD 


TABLE III. AMBULATORY PATIENTS: ASTHMA-EMPHYSEMA (CONTINUED) 















ACTH Gel Therapy 





Total 
Dosage Eosin 
(Units) (Response) 





Effects 


Results 





Remarks 











































































Etiology 
Duration Severity 
No. | Name | Age | Sex o of Symptoms Allergy and/or 
Asthma Infection 
20 | PS. | 45 | M 4 Yrs. | Very severe Primary: Allergy 
Secondary: Infection 
21 | L.S 55 | M | 38 Yrs. | Repeated Allergy 
status 
asthmaticus 
22 | R.S. | 53 | F 5 Yrs. | Moderate Infection 
23 | N.S. | 57 | M 2 Yrs. | Moderate Infection 
| 
| 
24 | M.S. | 59 | F 8 Yrs. | Very severe Infection 
status 
asthmaticus 
25 | R.T. | 54 | M | 18 Yrs. | Very severe Infection 
26 | H.F 65 | F 4 Yrs. | Continuous Infection (chr. 
asthma— sinusitis) 
status emphysema 
| asthmaticus 
27 | M.H.| 59] F | 5 Yrs.| At times Infection 
| incapaci- 
| tating. 
28 | K.R. | 48 | F | 15 Yrs. | Severe Infection 
29 | E.W.| 52 | F 2 Yrs. | Severe Infection 











1-800 —_ 
2-450 297-110 
3-340 — 
4-260 374-418 
5-Cortone 25 mgm. 
AM & PM 

1—1000 1200-300 
2-80 132-55 


3-Cortone 12.5 mgm. 
B.D. 


1-480 — 
2-480 1221-220 
3-Hydrocortone 20 
mgm. : 
120 715-0 
1-200 650-0 
2-260 242-0 


3-Hydrocortone 10 
mgms. AM & PM 

4-440 by L.M.D. 

5-200 by L.M.D. 


360 55-99 
80 1727-800 
Hydrocortone—10 


mgm. AM & PM 


1-160 400-154 
2-Hydrocortone 20 
mgms. 2-3x q.d. 


p.r.n. 

1-240 121-385 

2-Hydrocortone 20 
mgms. b.d. 


1-440 187-0 
2-Hydrocortone 20 
mgms. 2-3x q.d. 





None 


None 


None 


General- 
ized 
edema. 
In- 
creased 
wt. 164 
to 174 
—3 
days. 

None 


None 


None 


None 


None 


None 


Excellent 


Excellent 


Excellent 


Failure 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 











First course in 
hospital. Subse- 
quent attacks con- 
trolled by cortone. 


First course in hospi- 
ey 

occasional relapse 
controlled by 
cortone. 

Moderate immediate 
relief. Subsequent- 
ly much improved. 


Immediately after 
second dose of 60 
units mental con- 
fusion and edema 
developed. 


Violent attacks while 
on hydrocortone 
controlled by 

CTH 


80-—40-40-—40. 


V.C.—2.8 to 3.4 
rare dyspnoea 
since treatment. 

Patient also had been 
on insulin for 
diabetes. Com- 
plete relief after 80 
units ACTH & 
hydrocortone. 

Patient frequently 

ridden before 

hormone therapy. ‘ 


Patient seriously ill. 
Had glycosuria 3+, 
but blood sugar 
—105 mg.% after 
each dose ACTH. 

Previous treatment 
with oral cortisone 

gave no relief. 













patients (40-60 years) 
brief histories. 


Age Group III (40-60 Years) 


Case 5.—H.F., a forty-three-year-old man, has had 
asthma for over twenty years, attacks associated with 
infection. He was hospitalized by his local physician 
and given 1,300 mg. of Cortone during a period of two 
weeks. His relief -from this hormone lasted three days; 
he was readmitted by his physician and was given 2,000 
mg. of Cortone, again with transient relief. Subsequent- 
ly, he was referred to the Johns Hopkins Hospital. Be- 
cause of the severity of his-asthmatic attack he was im- 
mediately admitted. His vital capacity was 2.5 liters, 
fifty per cent of normal. He was given a daily dose of 
H. P. Acthar Gel and a total of 560 units in sixteen 
days. On discharge, his vital capacity had attained 4.2 
liters and his asthmatic attack had cleared completely. 
Since his original course of the hormone, he has ex- 
perienced three relapses, each one responding to H. P. 
Acthar Gel. The last relapse occurred eleven months 
ago. 


are found in the following 
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Cas 10.—M.G., a fifty-nine-year-old butcher, has had 


asthma for the past six years. 


When originally seen 


he had well-marked emphysema and was in an acute 
asthmatic attack, so severe that he was hospitalized be- 
cause of his failure to respond to the usual asthma 
therapy. He was given crystallin ACTH in order to 
Two months later he was 


relieve status asthmaticus. 


readmitted to the hospital, again he was given a course 


of ACTH which again brought dramatic relief. 


Since 


the second hospitalization, this patient has received H. P. 
Acthar Gel every four to five days and has been in 
relatively good health. He has had no incapacitating at- 
tacks of asthma for the past twelve months. 


Case 14.—M.1., a fifty-seven-year-old man, has had 
asthma for nine years. There is a past history also of 
Infection is the basis of his 


urticaria and rhinorrhea. 


asthmatic attacks. When first seen the patient was hos- 
pitalized and given a course of crystalline ACTH. Im- 
provement was so pronounced that on discharge it was 
unnecessary to maintain him on any type of medica- 


tion. 





The first course of ACTH was administered in 
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October 1950. He required no more until January 
1952, then only three doses. Subsequently, he has had 
two relapses and has been given 80 units and 180 units 
of H. P. Acthar Gel, respectively. This patient has been 
able to resume full-time work, and is free of asthma un- 
less he contracts a respiratory infection. 


Case 15.—S.K., a forty-four-year-old woman, has had 
bronghial asthma for twenty-six years. Attacks are severe, 
incapacitating, and usually lead to hospitalization. Treat- 
ment in the past has been with the usual anti-asthmatic 
medications and prolonged administration of oxygen. 
During a recent hospitalization, this patient almost 
expired in acute asthma but recovered rapidly after the 
administration of H. P. Acthar Gel. When discharged 
from the hospital, she continued to take 60 units H. P. 
Acthar Gel twice a week for a number of months. More 
recently she has taken 25 mg. of Cortone twice daily. 
As soon as this hormone loses’ ‘its effectiveness, she ad- 
ministers to herself 60 units of H. P. Acthar Gel twice 
each week. There is usually a period of from twenty 
to thirty days between these supplementary treatments. 


In summary, this patient is an individual having 
severe infectious asthma and emphysema for whom 
ACTH proved to be life-saving. Through its use a 
life of invalidism has béen converted to one of normal 
activity. 


Case 17.—C.M., a fifty-nine-year-old man, has been 
under observation since 1949. For thirty years he has 


had exertional dyspnea, and from 1946 to 1949 even 
slight exertion was accompanied by shortness of breath. 


Examination revealed an asthmatic bronchitis and ad- 
vanced emphysema. His vital capacity had been com- 
paratively good, three liters, but in spite of the best 
therapy available, including expiratory exercises to re- 
duce the pulmonary distention, in two years, the three 
liters decreased to two. A decision to administer H. P. 
Acthar Gel was made in December 1952, and he was 
given his first two doses, 80 units the first day, 60 units 
the second day. The relief obtained was so satisfactory 
that with the return of his symptoms one week later, 30 
units every third day was considered a safe and bene- 
ficial dose. This schedule has been maintained for ten 
months. His eosinophil response has been inconsistent; 
his vital capacity remains unchanged. But he breathes 
with greater comfort and carries on his daily responsi- 
bilities as executive of a large manufacturing industry. 


Case 18.—M.N., a fifty-nine-year-old woman, has had 
perennial asthma related to upper respiratory infections 
for fifty years. The physical examination disclosed evi- 
dence of bronchial asthma and emphysema. After 140 
units of H, P. Acthar Gel she was much improved, but 
she had one relapse, requiring a second course of 200 
units. Subsequently, for five months she has been free 
of discomfort on 10 mgms. of Hydrocortone morning 
and evening. This patient is an example of an asthmatic 
type that heretofore had progressively advanced to total 
invalidism. 
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Case 24.—M.S., a fifty-nine-year-old woman, has had 
asthma for eight years. In 1948 the attack was so 
severe that she went to Tucson for six months. Here 
she experienced improvement. After her return to the 
East, she had no further distress until exposure to var- 
nish fumes in February 1952. This exposure precipi- 
tated an attack which failed to clear because of the 
secondary bronchial infection that followed. The pa- 
tient received prompt relief after the first course of 200 
units of H. P. Acthar Gel. In fact, for two months 
after the initial course she' was free of all discomfort. 
Then another attack occurred, and this time she was 
given Cortisone orally, but there was no relief of the 
asthma. In January 1953, she was given a second course 
(260 units) of H. P. Acthar Gel, again with complete 
relief. Once again she remained asthma free for two 
months, then another severe attack occurred even though 
she had been taking 20 mgms. of Hydrocortone daily. 
Again she was given the hormone (440 units) but this 
time she experienced relief for only one month. In 
May 1953 she was given a fourth course of H. P. Acthar 
Gel (200 units). Her progress since this fourth course 
has been marred by two relapses, each controlled im- 
mediately by 200 units of the hormone given in broken 
doses during four days. This patient has made an ex- 
cellent response to her repeated courses of ACTH, 


_whereas treatment with Cortone and later with Hydro- 


cortone proved ineffective. 


Case 26.—H.F., a fifty-six-year-old woman, has had 
chronic sinusitis most of her life. In 1948 she developed 
asthmatic bronchitis and attacks of bronchial asthma 
which became increasingly troublesome. A survey dis- 
closed that she also had a moderately severe diabetes. 
She was admitted to the hospital for control of this 
problem, a control accomplished by Globin Insulin. The 
relief of the sinusitis by radical operation had no effect 
on the asthmatic symptoms. The patient was finally 
given a course of H. P. Acthar Gel (200 units) with 
excellent response and with no adverse change in the 
well-controlled diabetic condition. She has had one 
relapse requiring 200 units of the hormone, but for five 
months all symptoms have been controlled by Hydro- 
cortone, 10 mgms. morning and evening, and at the 
same time her blood sugar is 129 mgms. per cent on 
22 units of Globin Insulin daily. 


The last age group, sixty to eighty years, is the 
most interesting of the four groups. Every known 
therapeutic measure had been used, and had final- 
ly failed to relieve these aged patients now com- 
pletely incapacitated by emphysema and asthmatic 
bronchitis. Then H. P. Acthar Gel was adminis- 
tered. There were twenty-six patients—twelve fe- 
male; fourteen male—with an average age of 
seventy-three years. The oldest patient was sev- 
enty-eight years; the youngest sixty-one years. In 
every case the symptoms were most disturbing, 
with dyspnea of such severity that a diagnosis of 
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status asthmaticus was tenable in a number of the 
acute attacks that occurred intermittently. 


The duration of symptoms was as follows: Sev- 
en patients had become progressively more un- 
comfortable during a period of thirty or more 
years; nine patients during ten or more years; and 
ten patients during one or more years. With one 
exception, infection was the primary etiologic 
factor; the exception, age seventy-five, had suf- 
fered with pollen hay fever for many years and 
had gradually developed seasonal bronchial asthma 
and emphysema in spite of specific desensitiza- 
tion with ragweed pollen extract. 


Treatment was administered without any side 
effects; the results were excellent in twenty-four 
patients, poor in two. These twenty-four patients 
progressed from chronic invalidism to compara- 
tively comfortable health and well-being. Ten 
patients, now entirely free of discomfort, are on 
maintenance doses of Hydrocortone, 10 to. 20 
mgms. twice daily. Of the group of twenty-six 
patients, seven who derived no relief from Cor- 
tone, are taking daily, or three times weekly, or 
twice weekly, 40 to 80 units of H. P. Acthar Gel 
administered on schedule just as one might ad- 
minister insulin to the diabetic patient. Relapses 
occurred repeatedly in seventeen patients. Of 
these seventeen, one patient, age sixty-eight, who 
had repeated attacks of status asthmaticus re- 
quired nine courses of the hormone—a total of 
2,600 units—to secure complete freedom from 
symptoms. Neither Cortone nor Hydrocortone 
could be tolerated because of the rapid develop- 
ment of edema and depression. At the present 
time she is in her longest remission. 


The clinical history and course of several of 
these patients is most instructive: 


Age Group IV (60-80 Years) 


Case 2.—M.C., a sixty-eight-year-old woman, has 
had emphysema and frequent severe asthmatic attacks 
since 1949, always related to upper respiratory infec- 
tion. In the past, relief had been obtained by the ad- 
ministration of intramuscular penicillin, because ephe- 
drine, aminophyllin and adrenalin had lost their ef- 
fectiveness. This patient has had repeated courses of 
H. P. Acthar Gel with a remarkable response each time. 
She comes to the office for booster injections from one 
to three weeks and is able to lead a normal life for a 
person of this age group. She has thus far received 2,- 
600 units with no complications or local reactions. Cor- 
tone and Hydrocortone produce edema and mental de- 
pression; consequently, these hormones must be avoided 
in her case. 
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Case 5.—J.E., a seventy-eight-year-old man, has had 
infectious asthma and emphysema for 13 years. During 
acute severe attacks he has been given H. P. Acthar 
Gel with complete relief each time. The patient also 
had a coronary occlusion in 1950; therefore, it is es- 
sential that his asthma be kept under control because 
of the heart condition. The administration of ACTH 
has produced no harmful effect on the cardiac condi- 
tion. With each relapse his respiration has been com- 
pletely relieved by a short course of ACTH gel. 


Case 6.—F.C., a seventy-one-year-old woman, has had 
infectious asthma and emphysema for more than forty 
years. She is a native of Colombia, South America. Her 
attacks are related to upper respiratory infections. In 
the past the patient had been treated with various anti- 
asthma medications of the usual type with unsatisfactory 
relief. After an absence of three years she returned to 
the United States with evidence of increased emphysema 
and bronchial asthma. She was started on a course of 
H. P. Acthar Gel given regularly for approximately two 
months. At the end of this time she was completety 
free of discomfort and able to carry on her usual physi- 
cal activities. She has returned to South America and 
is receiving 80 units of H. P. Acthar Gel twice weekly 
with complete relief of her asthmatic distress. 


Case 8.—A.H., a sixty-eight-year-old woman, has had 
asthma and emphysema due to infection for thirteen 
years. In the past she has obtained improvement from 
the administration of penicillin and sulfamerazine, which 
have been administered during upper respiratory in- 
fections. For a period of four years the patient used 
a number of anti-asthmatic preparations particularly 
aminophyllin suppositories with fair results, but in late 
1952 was given a course of H, P. Acthar Ge] because 
all other treatment had failed. This treatment extended 
into January 1953, at which time she became entirely 
free of asthmatic symptoms. Since then she has con- 
tinued to take 60 units of H. P. Acthar Gel twice weekly 
and has obtained complete relief of her asthmatic dis- 
tress. 


Case 9.—G.K., a sixty-three-year-old man, had his 
first asthmatic attack in 1940. Since then his spells have 
been frequent and non-seasonal. Usual anti-asthmatic 
medications have given only temporary relief. The pa- 
tient was given a course of ACTH in oil, total of 800 
mgms. with marked improvement. He was free of asthma 
for eighteen months and carried on his occupation as a 
salesman. He then contracted a respiratory infection, 
severe asthma recurred, and he was given a second 
course of H. P. Acthar Gel, 120 units in divided doses 
of 60 units each. Marked improvement followed the 
first dose. 


This patient represents an infectious bronchial asth- 
matic who, after two courses of ACTH, one long course, 
the second very short, made remarkable improvement. 
After thirteen years of discomfort, he remains com- 
pletely free of symptoms, 
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TABLE IV. AMBULATORY PATIENTS: ASTHMA-EMPHYSEMA 
AGE GROUP Iv: 60-80 YEARS 








Duration 


ry 
Asthma 


Severity 
of Symptoms 


Etiology 


Allergy and/or 
Infection 


ACTH Gel Therapy 





Total 
Dosage 
(Units) 


Eosin 


Results 


Remarks 














2 Yrs. 


31 Yrs. 


13 Yrs. 





Very severe 


Repeatedly 
status 
asthmaticus 


Very severe 


Very severe 


Very severe 


Very severe 


Very severe 


Moderate 
with acute 
paroxysms 


Very severe 


Very severe 
Moderate 


Very severe 


Very severe 


Very severe 


Very severe 


Moderate 


Moderate 


Primary: Infection 


Infection 
emphysema 


Infection 
emphysema 


Infection 


emphysema 


Infection 
emphysema 
(coronary occlu- 
sion) 1950 


Infection 
emphysema 


Infection 
emphysema 


Infection 


Infection 


Infection 
emphysema 


Infection 


Infection 
emphysema 


Infection 
emphysema 


Infection 
emphysema 


Primary: Allergy 
Secondary: Infection 


Infection 


Infection 
emphysema 


(Response) 
1-200 


737-44 
2-220 0-0 
3-Hydrocortone 20 
mgm. B.D. 


1-720 
2-500 
3-80 
4-380 
5-180 
6-160 
7-180 
8-260 
9-140 -- 
1-1005 mg.—Cryst. 

ACTH in Hosp.— 

lst Course 
2-840 220-187 
3-480 341-440 
4-360 462-231 
1-160 
2-Hydrocortone 

20 mg. B.D. 


1-280 198-88 
2-240 165-66 
3-120 111-33 
4-110 429-33 
5-Hydrocortone 

10 mgm. AM & PM 
1-760 318-0 
2-Hydrocortone 

20 mg. AM & PM 
3-460 209-341 
4-80 twice weekly 


286-121 


1-80 — 
2-220 781-418 
3-100 451-473 
4-80 —_— 
5-—Hydrocortone 

10 mg. AM & PM 
1-60 1023- 
2-120 605-484 
3-60 twice weekly 


1-800 
2-120 


1-230 


1001-902 
539-220 


682-187 


2-Cortone—12.5 mgm. 


360 341-121 


1-560 682-0 
2-Cortone 25 mgm. 
intermittently 

3-180 —_ 
4-Cortone 12.5 mg 


auy 
1-320 451-11 
2-Cortone 12.5 mgm. 
AM & PM 
374-33 


1-600 — 


2-600 — 
3-60 daily 2 wks. 
then 60 weekly 


1-220 396-242 

2-Hydrocortone 20 
mgms. AM & PM 

1-100 

2-60 

3-140 

4-Hydrocortone 10 
mgms. AM & PM 

1-320 726-11 

2-60 every 5 days 
AD 300 units 


Tachy- 
cardial 
tremor 


None 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Excellent 


Poor 


Excellent 


V.C.—1.5 to 1.9 
Cortone maintains 
relief unless infec- 
tion develops— 
relief obtained by 
hydrocortone. 

Cortone—Failure. 
caused oedema. 
intervals between 
relapses depend on 
infections. V.C.— 
1.2. Excellent 
condition—6 mos. 


Recurring asthmatic 
spells in eR of 
therapy. V.C.— 
1.5 to 2.2. 


Has had nodular 
thyroid; no relief 
from ACTH— 
nor hydrocortone. 

Attacks: Paroxysmal 
but prolonged prior 
to ACTH. Im- 
mediate relief. 
V.C.—1.6 to 2.6. 


Before treatment: 
Patient completely 
incapacitated by 
slight exertion. 
Cardiac function 
good. V.C.—0.9 to 


1.5. 

V.C. unchanged—1.2 
controlled com- 
pletely after initial 
therapy with 
hydrocortone. 


V.C.—1.7— 
Unchanged. Treat- 
ment twice weekly 
gives complete 
relief. 

Remission: 18 mos. 
between treatment 
1 and treatment 2. 

Relief after 15 yrs. 
Usual type therapy 
and cortone failed 
prior to ACTH. 

Occasionally 
asthmatic. Relief 
by cortone 25 
mgms. AM & PM. 

Cortone has con- 
trolled symptoms 
12.5 mgms. daily 


V.C.—1.9 to 2.4 
no relief from 
routine treatment. 
Given ACTH, has 
had a long re- 
mission. 

Cortone between 
treatment 1 and 
treatment 2 (25 
mgms. q. 6 hrs.) 
failed to relieve. 

Asthma associated 
with hay fever. 


Frequent relapses. 


V.C.—2.1 to 2.7 
completely relieved 
following radical 
sinus operation. 
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TABLE IV. AMBULATORY PATIENTS: ASTHMA-EMPHYSEMA (CONTINUED) 
AGE GROUP Iv: 60-80 YEARS 











ACTH Gel Therapy 





Side 
Total Effects 
Dosage Eosin 


Results Remarks 


(Units) (Response) 

















Etiology 
Duration Severity 
No. | Name | Age | Sex re) of Symptoms Allergy and/or 
Asthma Infection 
5 Yrs. | Status Infection 
asthmaticus emphysema drug 
sensitivity. 
19 | W.W.| 64 | M | 54 Yrs. | Status Infection 
asthmaticus emphysema 
20 | H.W.| 61 | M 3 Yrs. | Status Infection 
asthmaticus emphysema 
10 days excessive 
adrenaline 
treatment 
| 
| 
| 
| 
21 | O.F. | 73 | M | 14 Yrs. | Very severe Infection 
22 | H.P. | 65 | F | 12 Mos.| Severe Infection 
23 | M.K.) 61] F | 14 Yrs. | Severe Primary: Infection 
Secondary: Allergy 
24 | F.C. | 64 | M | 60 Yrs. | Severe Infection 

































1-ACTH—Cryst. Excellent | V.C.—1.4 to 1.9. 
900 (hospital) ACTH twice was 
2-ACTH—Gel life-saving. Now 
605 (hospital) complete relief on 
3-260 242-132 cortone—25 'mgms. 
Se 25 mgms. daily. 
aily. 
1-ACTH—Cryst. None Excellent | V.C.—0.7 to 3.0 
900 (hospital) incapacitated for 
2-460 429-99 10 yrs. prior to 
ye 4 154-66 ACTH. Remission. 
1-300 = None Excellent | V.C.—2.0 to 3.7 
2-120 935-594 for 10 days treated 
3-220 506-165 with I.V. amino- 
phyllin, aqueous 
adrenaline and 
digitalis in 02 tent. 
Cardiacimpairment 
as a result. After 
80 units ACTH 
immediate relief. 
Long remissions 
subsequently. 
1-Oral cortone None Excellent | 1. Cortone demon- 
50 mgms./day strated true 
2-120 diabetes. 
3-9/52-4/53 2. ACTH & insulin 


40 units q.4 days. 
Gradually reduced 
to 40 units 2x wk. 
Cont. indefinitely 


controlled asthma 
and diabetes. 

. In spite of ACTH 
therapy patient 
developed throm- 
bocytopenic 


urpura. 
Excellent | ACTH also con- 
trolled her nasal 
symptoms which 
consisted of 


w 


1-440 2321-572 None 


Hydrocortone 20 excessive watery 
mgms. b.d. discharge. 
1-200 418-554 None Excellent | Allergy to dust. 
2-Hydrocortone 20 
mgms. b.d. 
1-320 0-341 None Excellent | Patient has had 


2-40 units 3x per wk. 


severe asthma and 
emphysema most 
of his life requiring 
hospitalization on 
numerous 
occasions. 

















Case 10.—J.L., a sixty-two-year-old woman, has had 
asthma for forty-eight years, that is, since the age of 
fourteen. Her symptoms for a number of years oc- 
curred only during the ragweed season, but during the 
past four years she has complained constantly of short- 
ness of breath of an asthmatic type, both night and day. 
All medication previously administered failed to relieve 
her. Cortone was prescribed by her physician in ade- 
quate dosage, but she derived little relief. The exami- 
nation failed to confirm the first impression that allergy 
played a part. She was given a course of H. P, Acthar 
Gel, a total of 230 units. Her eosinophil count of 682 
dropped after the first dose to 187 cells. No reaction 
followed her treatment, and the result has been excellent. 
Subsequently, 12% mg. of Cortone was prescribed as 
a daily dose. Although Cortone failed to relieve her 
prior to ACTH administration, this drug now is main- 
taining her free of any discomfort. She is in the midst 
of a long remission. 


Case 19.—W.W., a sixty-four-year-old man, has had 
asthma for fift}-four years. His attacks are related to 
infection, and there is also the complication of emphy- 
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sema. When first seen, he had been practically incapac- 
itated for ten years. He was hospitalized September 
1950, and given a course of crystalline ACTH. There 
was gradual and impressive improvement, both in physi- 
cal signs and in exercise tolerance. He recovered to the 
degree that he was able to take respiratory exercises for 
the emphysematous problem, and upon discharge was 
quite comfortable. He remained free of discomfort for 
one year, then, he contracted a cold and once again 
had severe asthma. This was controlled readily with a 
course of H. P. Acthar Gel. Since then he has been 
given short courses at intervals, each time with equally 
beneficial effect. 

Except for relatively minor attacks during upper re- 
spiratory infections, this man has had continuous remis- 
sion for more than three years. 


Case 21.—O. F., a seventy-three-year-old man, has 
had asthmatic bronchitis with emphysema since age 
fifty-nine. During the past ten years his discomfort in- 
creased until he was completely incapacitated in spite of 
heroic therapeutic measures. On examination he had 
markzd emphysema with asthmatic bronchitis; a blood 
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pressure of 176/90. His vital capacity was 2.3 liters. 
His blood chemistry was normal. In April 1952 his 
physician prescribed 25 mgms. of Cortone twice daily. 
A check of his blood sugar two days after he began this 
therapy was 188 mgms. per cent, but by May 31 this 
figure had increased to 342 mgms. per cent and his 
cholesterol had risen to 1,390 mgms. per cent. Cortone 
was immediately discontinued and he was placed on 


25 units of protamine insulin daily. His blood sugar and 
glycosuria rapidly returned to normal, but his asthmatic 


condition became alarmingly aggravated. Therefore in 
September 1952, without any change in insulin, he was 
given 60 units of H. P. Acthar Gel; on the second and 
third days he was given 30 units; his total dosage during 
the three days was 120 units. This dosage gave imme- 
diate relief, and he began a schedule of 40 units every 
four days. His blood pressure was stationary at 180/90 
and his blood sugar was 182 mgms. per cent. On April 
23, 1953, he returned for further study—his asthma was 
under complete control, as he had continued the 40 
units of H. P. Acthar Gel twice each week for six 
months. On examination a large blood blister was dis- 
covered in the mucous membrane of his mouth, large 
areas of purpura were present under his dental plate, 
and his body was covered with many fine purpuric 
lesions. His blood pressure was 200/90. His spleen was 
not enlarged. His blood morphology was as follows: 


WBC 12,700 

RBC 5,420,000 
Differential— Normal 
Platelet Count— 10,000 cells 
Hgb. 14.0 grams 


No retraction of clot 


He was admitted to the Johns Hopkins Hospital for 
study. His history revealed a four-day course of Chloro- 
mycetin in March 1953, a month prior to this examina- 
tion. The more likely cause of his purpura was PHE- 
MER-NITE, for this drug .contains Phenyl-mercuric 
nitrate, Benzocaine, and methyl salicylate. Unknown to 
his physician, the patient had been taking the drug for 
several months to control a cough. Three weeks after 
admission to the hospital, his platelets had increased to 
70,000 cells and in general he was much improved. In 
September 1953, his platelet count had increased to 
250,000 cells. 


In summary, he had continued his 40 units of H. P. 
Acthar Gel twice weekly and his insulin 25 units daily, 
even while his purpura was developing. He continued 
these drugs during his hospitalization and subsequent 
to discharge. His asthmatic condition is completely con- 
trolled to this date by 40 units of H. P. Acthar Gel 
twice weekly. 


Case 20.—H.W., a sixty-one-year-old man, has had 
asthma for approximately twenty-five years, and treat- 
ment with the usual medication had given temporary 
and usually satisfactory relief until November 1952. 
At that time, the patient experienced a severe attack. 
He was hospitalized, and was given so much adrenalin 
during a period of seven days that he developed marked 
tachycardia and increasingly severe dyspnea. His past 
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history is important: as a young man he had had rheu- 
matic heart disease; because of this background, his 
physician was fearful that the cardiac complication was 
responsible for his respiratory distress. However, as the 
lesser of two dangers, a course of H. P. Acthar Gel, a 
total of 300 units, was administered. Two hours after 
his first dose of 80 units, he rested comfortably for the 
first time in two weeks. After one week he left the hos- 
pital completely free of asthmatic dyspnea. His cardiac 
function returned to normal, and he was in excellent 
health until he developed an acute sinusitis followed by 
severe asthma in April 1953. A second short course of 
H. P. Acthar Gel (120 units) gave him immediate re- 
lief. Since April he has had two relapses—the first as- 
sociated with an acute sinusitis which required 120 units; 
the second developed after a bronchial infection which 
necessitated 220 units to relieve him of a severe at- 
tack of asthma. He has remained asymptomatic for 
the past four months and is able to carry on his usual 
routine. 


Case 25.—J.B., a seventy-year-old retired officer, en- 
joyed excellent health throughout his military career. 
Twenty years ago he had a sinusitis which flared up 
from time ‘to time. In 1938 he stopped smoking because 
of a low-grade chronic cough. His present illness began 
insiduously about thirteen years ago with shortness of 
breath on exertion. 


In 1946 he retired from the army because of a chronic 
bronchitis which was believed to be of an asthmatic 
type. His breathing had become progressively more dif- 
ficult, so that at times even without activity he had 
considerable discomfort. He had been extensively in- 
vestigated, and had been treated with many of the gen- 
erally recognized measures. X-ray of his chest showed 
marked emphysema. The electrocardiogram as early as 
1945, showed a defective intra-ventricular conduction, 
and these changes had persisted to date of examination. 
He had required numerous and prolonged hospitaliza- 
tions during which time he was confined to his bed and 
had often required oxygen therapy. 


When first seen, this patient was so weak that he 
was unable to stand without support. His examination 
revealed an undernourished, dyspneic individual much 
older in appearance than his age. There was consider- 
able cyanosis of his lips and nail beds, and there were 
numerous dilated venules over his skin. The chest was 
held in almost complete inspiration and breath sounds 
were absent throughout the lung fields. Fine wheezes on 
expiration could be heard when forced expiration was 
made with the help of an assistant. Pulmonary func- 
tion studies showed a marked decrease in the expiratory 
reserve, inspiratory reserve, vital capacity, and maximum 
breathing capacity. ' 

Treatment with H. P. Acthar Gel was started March 
30, 1953, and was given in accordance with the schedule 
dosage outlined on the attached chart. Total eosinophil 
count prior to treatment was 350 cells. After five days 
the count fell to less than 100, and with a single ex- 
ception, remained at this level or below throughout 
therapy. The dosage of ACTH therapy was diminished 
to 10 units a day by early May. As the patient showed 
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remarkable improvement on this therapy, it was decided 
to try discontinuing treatment during the month of 
May. However, this attempt was unsuccessful, and the 
dose of 10 units of ACTH was continued from May 20 


140 | 128 | 140 | 140 | 130 
80 | 80 | 80 | 80 | 90 


15 | US | HE | UG | 4 


637/425) 25 | 25 |175 


NO; L 


MARCH APRIL MAY 
Chart 2. Case 26. H.H., aged seventy-eight. 


dosage: 1,170 units in three months. 


1953 


until early August, at which time he sustained a com- 
pression fracture of the seventh dorsal vertebrae, the 
result of a fall. The ACTH was gradually discontinued 
over a period of days. Soon, the patient experienced his 
former discomfort and was so completely miserable 
that August 26 he requested ACTH therapy be re-in- 
stituted. The drug was started at once, and he respond- 
ed dramatically but not so completely as when this 
therapy had been first instituted in March 1953. 

The drug was continued on a gradually diminished 
dose, as shown on the attached chart, until September 
6. On that day there was a sudden increase in tempera- 
ture, and the patient developed a respiratory infection. 
He was admitted to the hospital at once, but the in- 
fection spread to both lungs and he died as the result 
of an acute bilateral bronchial pneumonia. 

The response of this patient to ACTH had been 
extremely gratifying, for it had converted him from a 
bed-ridden invalid with severe dyspnea, night and 
day, into a patient who could walk about the house, 
could enjoy rides in his car, and even participate in 
minor physical activities. From March, 1953, to Sep- 
tember, 16, he enjoyed greater comfort and more free- 
dom from pain than he had experienced at any time 
throughout the previous five years. 

It is futile to speculate as to whether the hormone 
was indirectly responsible for his vertebral fracture. 
Aside from the osteoporosis, which was present prior 
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to hormone therapy, the H. P. Acthar Gel caused no 
other complications. Since his pulmonary function was 
so reduced and his physical capacity to move so re- 
stricted, the treatment, though a risk, was justified. At 
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Duration of symptoms: eleven years. ACTH: total 


least, ACTH gave him almost six months of life lived 
in the normal, active way that means much to this 
type of person. 


Case 26.—H.H., a seventy-eight-year-old retired army 
officer, enjoyed excellent health throughout his military 
career. His present illness began insiduously about eleven 
years ago at which time he complained of shortness of 
breath on exertion. In 1949 he developed noticeable 
shortness of breath, cough and wheezing, even while at 
rest. 

Many types of therapy for the control of his dyspnea 
have been administered. X-ray of his chest early in his 
illness revealed marked emphysema with a very low 
diaphragm. Early in 1953, he developed progressively 
severe shortness of breath requiring repeated hospitaliza- 
tions. He became completely refractive to all medica- 
tion, and prior to the onset of ACTH therapy he was 
unable to walk more than a few steps, therefore, was 
confined to bed most of the time. 

His examination revealed an undernourished man with 
marked emphysema and an asthmatic bronchitis. Studies 
of pulmonary function showed marked diminution in the 
expiratory reserve and vital capacity. 

H. P. Acthar Gel therapy was started on March 30, 
1953, and was given in accordance with the attached 
outline as marked on the chart. Total eosinophils, which 
were 837 per cu. mm., fell to 25 per cu. mm. within 
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a pericd of ten days. The response to therapy was 
dramatic, and showed an improvement in all pulmonary 
function studies as well as marked improvement in his 
clinical state. On April 17 he developed a hemolytic 
staphylococcus aureus infection, and ACTH therapy 
was discontinued. Antibiotics cleared the infection with- 
in a few days, and he also had a remission as far as his 
respiratory difficulty was concerned for a period of 
several weeks. 

On May 22 there was a return of his pre-treatment 
status, and ACTH therapy was again instituted. His 
response was again dramatic,-but on June 26 he de- 
veloped pneumonia in the left lower lobe with pleural 
effusion. He was hospitalized and treated with anti- 
biotics. His recovery was rapid. Since this infection, 
he has been in a remission which has continued to the 
present date. He is now ambulatory and requires no 
special medication. Just how long this excellent result 
can be maintained is a problem that only the future 
can answer. 


From the eleven histories of twenty-six cases in 
Age Group IV (60-80 years) that are presented, 
it is observable that many of these patients have 
been treated for an intractable disease. In spite 
of numerous complications, hypertension, diabetes, 
coronary occlusion, chronic sinusitis and marked 
emphysema, and frequent contraindications, treat- 
ment has been continued with cautious observa- 
tion and has effected astounding relief and result- 
ing well-being. In no instance was a complica- 
tion aggravated. Instead, the relief of dyspnea, 
in all probability, prolonged rather than shortened 
the life of the patients. H. P. Acthar Gel should 
be used as a means of controlling these distressing 
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symptoms just as insulin is used as a means of 
controlling the diabetic syndrome. Cautious ad- 
ministration and accurate dose determination are 
prerequisites before insulin is prescribed. The 
same considerations must be given to continued 
use of H. P. Acthar Gel. 

In conclusion, the excellent results obtained 
from H. P. Acthar Gel; the ease of administration ; 
the economy for the chronically ill ambulatory 
patient warrant the opinion that a drug of great 
value is available to the careful physician. The 
relapses that occurred in the asthmatic group of 
patients were relatively mild and. easily control- 
lable, irrespective of the previous dosage. Experi- 
ence suggests that the disease does not become 
resistant to the hormone after repeated adminis- 
tration. Sensitization has not been encountered, 
but with accumulation of additional patients, it 
may be. More serious complications following 
hormone therapy in any chronic disease must be 
anticipated constantly. Certainly, in this group of 
patients the severity of the disease warranted each 
risk, 
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FINANCIAL REPORT 


General Foods Corporation reports for the quarter 
ending June 30, 1953: 


Earnings before taxes.................sssssscceees $16,151,197.00 
PIN... stb sicimsanhiits cca elimmachaldenienanmbaiiiai 10,202,452.00 
I icicnnccneddauaitinsicredaiceeeinpaiatine 5,953,765.00 
Dividends Common Stock................:.:00+ 2,760,000.00 


Taxes almost four times the dividends. 


The total internal revenue collections in the United 
States for the fiscal year ending June 30, 1952, amounted 
to slightly more than $65 billion. The total amount of 
federal grants-in-aid and payments to individuals (other 
than loans or wages) for the same year was $4.241 billion. 
In other words, the misnamed “federal aid” amounted to 
6.52 per cent of the total tax collections. In 1951 the 
percentage was 9.42 and in 1950, 14.16. Thus it is seen 
that the trend is definitely downward so far as any return 
of federally-collected taxes to states and individuals is 
concerned. 

The picture with respect to Michigan is even more 
striking. Here is the story for the past three fiscal years: 

In 1950, Michigan ranked fifth among the forty-eight 
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states in total federal internal revenue collections—and 
46th in percentage of total collections returned to the 
State. Only Delaware and New York received a lower 
percentage of return. 

In 1951, Michigan ranked third among the forty-eight 
states in total federal internal revenue collections—and 
47th in percentage of total collections returned: to the 
State. Only Delaware received a lower percentage of 
return. : 

In 1952, Michigan ranked fourth among the forty-eight 
states in total federal internal revenue collections—and 
46th in percentage of total collections returned to the 
State. Only Delaware and New York received a lower 
percenage of return. 

Whereas, the national average of return in 1950 was 
14.16 per cent, Michigan received only 6.45 per cent 
return in grants-in-aid and payments to individuals. The 
national average of return in 1951 was 9.42 per cent— 
Michigan received only 3.47 per cent. Last year the 
national average was 6.52 per cent—Michigan received 
only 2.45 per cent return. CONGRESSMAN PAUL SHAFER, 
Washington Letter. 
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BALLISTOCARDIOGRAM—KAUFMAN ET AL 


The Ballistocardiogram: 
Its Role in Heart Disease 


By Jack M. Kaufman, M.D., Nancy T. Caputo, 
M.D., and Santiago A. Sanchez, M.D. 
Detroit, Michigan 


CCASIONALLY the clinician is confronted 

by a patient with complaints of vague pains 
around the precordium. Physical examination, 
chest x-ray, electrocardiogram, and other studies 
reveal no abnormalities. More often the clinician 
sees a patient whose symptoms are those of a 
typical or atypical angina, but in whom physical 
examination and usual laboratory tests are again 
non-informative. In the first case there may be 
a dilemma in deciding whether heart disease is 
present; in the second case the threat of sudden 
death may be levied on a patient whose future 
course may be uneventful for many years. The 
ballistocardiogram, a method of recording graph- 
ically the efficiency of the heart as a pump, ap- 
pears to be a feasible laboratory aid in such deli- 
cate diagnostic and prognostic situations, and for 
the evaluation of known heart disease. 


Development of Ballistocardiography 


In 1939 Isaac Starr originated the term ballis- 
tocardiogram. Its derivation is from the Greek: 
ballein—to throw, kardia—heart, and gramma— 
a drawing. Literally, then, it means a drawing 
of the heart’s throwing; i.e., a record of the body 
movements produced by the heart beat. Any- 
one can see this movement for himself by stand- 
ing very still on a bathroom scale and observing 
the slight deflections of the pointer occurring 
with each pulse. The record of this movement, 
magnified several thousand times, is a_ballisto- 
cardiogram. 


Gordon, in 1877, published a paper entitled “On 
Certain Molar Movements of the Human Body 
Produced by the Circulation.” He observed that 
while lying in bed at night, the springs of his bed 
seemed to squeak with each heart beat, and also 
that his leg crossed over his knee seemed to move 
with each heart beat when he sat quietly. By 


From the Department of Cardiology, Harper Hospi- 
tal, Detroit, Michigan. The authors wish to express 
their sincerest appreciation to Dr. Edward D. Spalding, 
head of the department, for his help and co-operation in 
making this study possible. 
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suspending a bed from the ceiling with four ropes 
and attaching it to a kymograph by a set of levers 
he had a device for recording these movements. 
Work on the science remained stationary until 
1905, when Henderson noted the same phenom- 
enon and constructed a similar apparatus. He 
showed that the motion of the device followed 
Newton’s law—“for every action there is an equal 
and opposite reaction;” thus a headward surge of 
blood would produce a footward movement of 
the body. Other investigators recorded the move- 
ments of the body while sitting on a spring scale, 
while lying on planks supported by corks, and many 
other ingenious methods. 

In searching- for a simple but accurate method 
for estimating the cardiac output, Isaac Starr came 
upon ballistocardiography. In his early work he 
thought ballistocardiography provided a simple 
method for this purpose, but he later showed that 
the accurate measurement of cardiac output with 
the ballistocardiogram is limited to normal sub- 
jects. Since then his work has contributed signifi- 
cantly to the physiological and clinical aspects 
of the field. A tremendous impetus to the field 
came recently with the development of techniques 
for recording the ballistocardiogram directly from 
the body. These methods have made ballisto- 
cardiogram recording practical at a low cost to 
any clinician who owns an electrocardiograph. 

Recording devices used in obtaining ballisto- 
cardiograms can be divided into two broad types: 
suspended or mobile tables, and direct body types. 

One of the first suitable apparatuses using a 
suspended table was constructed by Starr.” Pat- 
terned after Henderson’s 1905 model, his apparatus 
consists of a piece of plywood suspended from 
the ceiling by four wires. Lateral motion is pre- 
vented by struts to the adjacent wall, and head- 
footward motion is imparted through a strong 
spring so that the frequency of the table is twelve 
to fifteen cycles per second. This frequency was 
selected as one which permitted tracing to be 
recorded during respiration, yet still producing ac- 
curate tracings of body movements with as few 
after vibrations as possible. Nickerson, in 1944, 
modified Starr’s table by critically damping it 
to a low frequency.’* Other special table types 
include vertical, tilting, and torsion tables. 

Dock and Taubman have described three in- 
genious methods for recording the ballistocardio- 
gram directly from the body. Their methods are 
based on the following fact: when the body lies 
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on a smooth solid surface, it glides back and forth 
on its viscous subcutaneous tissues in response to 
each cardiac and respiratory cycle. In one method 
a cross bar housing two small copper generating 
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Physiology of the Normal Ballistocardiogram 
The normal ballistocardiogram consists of a 


sequence of prominent waves occurring during 
different phases of cardiac systole followed by 





Fig. 1. Normal ballistocardiogram of a white woman, aged twenty- 
nine. The first heart sound corresponds with the H wave and helps 
to identify the waves. Above—expiration. Below— inspiration. 


coils is placed over the patient’s shins. Between 
these coils on a stand (not touching the patient) 
is suspended a flat fixed magnet. Movement of 
the body causes the coils to move and cut the 
lines of force of the magnet, generating a current 
which can be recorded on an electrocardiograph 
or suitable machine. Similar apparatuses use a 
piezo-electric crystal type of pickup, or a photo- 
electric cell. Another method uses a glycerin filled 
capsule held against the head; the pressure changes 
in the fluid system produced by body motion are 
recorded by a special device. 

Standardization of the ballistocardiogram is ac- 
complished by tapping the shoulder with a known 
force and applying a standard millivolt stimulus 
through the electrocardiogram machine. 
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a series of ordinarily smaller waves concomitant 
with diastole. The systolic waves are labelled 
H, I, J, K, and the diastolic waves L, M, N, O 
(Fig. 1). The waves result from recoil from ven- 
tricular ejection causing the body to move foot- 
ward, and from impact of the blood against a 
vessel wall or deceleration causing movement in 
the direction of the bloodstream. 

<n describing the normal ballistocardiogram and 
its physiology, it is convenient to divide the trac- 
ing into four components: (1) the individual 
waves, (2) amplitude, (3) pattern regularity, and 
(4) respiratory variation. 


Waves.—H, the initial wave, occurs during the 
isometric period of ventricular contraction. It 
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is a headward wave resulting from the footward 
movement of the heart itself. 
may contribute to the H wave. 

I, the second wave, is larger and footward in 
direction. It results from recoil during accelera- 
tion of the blood upward into the systemic and 
pulmonary arteries. 

J is a large headward deflection. It is related 
to the impact of the blood against the aortic 
arch and pulmonary artery bifurcation and recoil 
from the footward flow of blood in the aorta. 

K, the succeeding wave, is footward and results 
from the rapid deceleration of blood in the de- 
scending aorta and impact with small peripheral 
arteries. 

L, M, N, and O are the remaining deflections 
occurring in diastole and may represent after 
vibrations. However, there is evidence that they 
may represent specific dynamic forces in the blood 
column as yet unexplained. 


Auricular systole 


The H wave probably varies more in character 
than any other component in the HIJK pattern. 
It may be low, flat, or relatively large. Ordinarily 
the H wave is one-fourth or less of the J peak 
anid miay ‘be about one half the size of the I 
valley. The I is normally almost always less than 
the J and greater than the H. The J is the most 
easily recognizable stroke, the highest peak, and 
is about four times as large as the H, and three 
times as large as the I stroke. The K _ stroke 
is usually sightly deeper than the I valley. 


Amplitude——The amplitude of the waves in 
the normal tracing may vary slightly. Using an 
electromagnetic pickup and direct writing electro- 
cardiogram whose sensitivity is such that one mil- 
livolt causes a deflection of 1 cm., the I J ampli- 
tude is approximately 10 mm. in subjects of all 
ages.* The J K slope is normally equal to, or 2 
mm. greater than the I J slope. The H I slope 


measures at least 4 mm. in amplitude. 


Pattern.—Regularity of pattern is a prominent 
feature of the normal ballistocardiogram. This 
regularity is important, since irregularity is found 
in serious cardiac disease. The normal pattern 
is repetitive from beat to beat and definite in onset, 
varying only slightly in amplitude with respiration. 


Respiratory Variation Respiration affects both 
the baseline of the record and the amplitude of 
the H I J K pattern. During inspiration the 
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diaphragm moves down, enhancing footward and 
opposing headward impacts; the result is a down- 
ward shift of the baseline. In expiration the re- 
verse occurs and the baseline shifts up. Respira- 
tion also affects the filling of the heart. In the 
inspiratory phase blood is literally sucked into 
the right ventricle, causing an increased right 
heart output in accordance with Starling’s law. 
At the same time there is a decline in blood flow- 
ing through the left heart. During expiration 
there is less blood entering and leaving the right 
heart, while more blood enters the left side because 
of the squeezing action of pulmonary tissue on the 
pulmonary vascular bed. The right heart changes 
predominate throughout both phases of respira- 
tion, and hence are reflected in the ballistocardio- 
gram. The I wave (produced by cardiac recoil) 
normally increases in size during inspiration due 
to increased right heart output and also because 
the heart assumes a more vertical position, making 
the footward component of cardiac recoil more 
pronounced. The J wave increases due to an 
increased total stroke volume during inspiration 
resulting from the predominant right heart changes 
in cardiac output. The I and J waves decrease 
in size with expiration for opposite reasons. 

Eating, smoking, exercise, and body viscosity 
are also important factors which may alter the 
normal ballistocardiogram. The ingestion of food 
may increase the cardiac output by as much as 
two liters in normal persons.® This results in hy- 
perkinemia, or unusually large complexes. Exer- 
cise also normally increases the cardiac output and 
produces hyperkinemia. 

Whether changes on the ballistocardiogram fol- 
lowing smoking can be considered normal physio- 
logical responses cannot be said. Caccese and 
Schrager studied thirty-one patients, twenty-three 
normals included, and found changes in eighteen 
following smoking.* The changes were usually 
transient, lasting one to twenty minutes and con- 
sisting mainly in increased respiratory variation. 
The exact mechanism whereby smoking causes 
changes in respiratory variation or distortion of 
complexes is not clear. It may be due to an effect 
on the vigor of systolic contraction since the 
changes resemble those seen frequently after 
myocardial infarction.* On the other hand, some 
believe that it is due largely to diminution of 
volume in the pulmonary pool.® 

Body viscosity and tissue elasticity may alter 
the amplitude of the ballistocardiogram, but have 
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little influence on the configuration of pattern.’ 
In cases where altered viscosity and tissue elasticity 
are suspected, a 100-gram weight may be allowed 
to tap the shoulder by swinging over a fixed dis- 
tance and the resulting deflection compared to 
the amplitude of the tracing in question. This 
may effect a pattern of high amplitude in a patient 
whose ballistic pattern is of low amplitude, thus 
proving that the low amplitude is definitely ab- 
normal. 

There are certain technical limitations to bal- 
listocardiographic records. A good tracing cannot 
be obtained in the following situations: (1) when 
the heart rate is excessively rapid, over 140, (2) 
when gross tremors or a considerable number of 
muscular tics are present, (3) when the individual 
is unco-operative and continually moves on the 
table, and (4) when there is great tachypnea. 


Physiology of the Abnormal Ballistocardiogram 


Abnormalities in a ballistocardiogram and their 
physiology may again be conveniently separated 
into four components: (1) changes in the indi- 
vidual waves, (2) changes in amplitude, (3) pat- 
tern irregularities, and (4) abnormal respiratory 
variation. 


Waves.—Individual waves may be abnormal or 
the whole complex may show several abnormal 
waves. These abnormalities are as follows: 

(1) Large H wave, or “early M” pattern. The 
H wave is markedly increased in amplitude, often 
reaching the height of the normal J wave. The 
pattern gives the appearance of the letter M in 
the early part of the systolic complex. The H 
wave is definitely related to auricular contraction, 
as is shown by the presence of H waves in com- 
plete heart block. On the other hand, records 
have been obtained with H waves in the presence 
of auricular fibrillation. Large H waves may be 
related to increased auricular contractions against 
resistance as may occur in hypertension, or may 
result from abnormal movement of blood within 
the heart as is sometimes seen in cardiac aneurysm. 

(2) Abnormal I wave. The I wave is slurred, 
notched, rounded, or reduced in amplitude. The 
extreme abnormality is complete absence of the 
I wave. A distorted I wave occurs in abnormal 
or weakened ventricular systole. 

(3) Abnormal J wave. The J wave is abnormal 
if it is slurred, notched, rounded, or redu@ed in 
amplitude. It normally dominates the entire trac- 
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ing. When the J wave is notched it produces 
the “late M” pattern. In experiments with hearts 
at necropsy, notched J waves were produced by 
injecting the ventricles asynchronously.”* 

(4) Abnormal K waves. The K wave may 
be “cut off;” i. e., absent or markedly reduced 
in amplitude ending at or near the baseline. Since 
the K wave depends on forces resulting from 
deceleration of blood in the aorta, aortic after- 
fling, and impact on smaller vessels, it is “cut 
off” in conditions where these forces are inter- 
rupted, such as significant coarctation of the aorta 
and thrombosis of the abdominal aorta. An ab- 
normal K wave is associated with the “late down- 
stroke” pattern, as will be discussed shortly. 

(5) Large diastolic waves. The systolic waves 
are low and the diastolic waves are high. These 
waves are encountered frequently in cases of 
elevated venous pressure.?*> There is an abnormal- 
ly abrupt movement of blood as the heart is filled, 
creating waves which travel back into the great 
veins. Experimentally very large diastolic waves 
can be produced in constrictive pericarditis; these 
waves disappear after the constriction is removed. 
Starr presumes that the blood rushes into the 
heart with greater force because of the high venous 
pressure.2> The filling stops abruptly in mid- 
diastole, though, because a constricted heart sud- 
denly reaches its limit of possible expansion. The: 
sudden halt causes waves to be transmitted back 
into the great veins, where because of high venous 
pressure they are propagated more strongly than 
under normal conditions and thus are more effec- 
tive in producing abnormal diastolic waves. Large 
diastolic waves may be also seen in arterio-venous 
shunts, where high venous pressure forces blood 
into the heart in diastole with considerable impact. 

(6) The deep K, “late downstroke” pattern 
consists of systolic waves of low amplitude with 
an unusually deep K wave. The downstroke of 
the K wave dominates the pattern. This complex 
is probably produced by a delay in maximum 
expulsion velocity until late in systole. 


Am plitude.—Amplitude of an abnormal tracing 
may be unusually large, hyperkinemia, or unusual- 
ly low, hypokinemia. In general, hyperkinemia is 
associated with various causes of high output. 
Since eating normally increases the cardiac out- 
put, it is preferable to take a ballistocardiogram 
at least two to three hours after eating, when 
near basal conditions can be approximated. Emo- 


51 


































































































































































































tional factors may also increase the cardiac out- 
put; hence it is wise to explain the procedure 
carefully to the patient. Hyperkinemia may be 
found in hyperthyroidism, patent ductus arteriosus, 
approximately one-fourth of anemia patients, 
beri beri, sometimes in hypertension with cardiac 
hypertrophy, late in febrile conditions, occasionally 
in neurocirculatory asthenia and chronic pulmo- 
nary disease, and frequently in aortic insufficiency. 
Hypokinemia is seen in myxedema, shock, heart 
failure of the low output type, hypothyroidism, 
panhypopituitarism, arteriosclerotic heart disease, 
and moribund patients. The hypokinemic I J 
waves produced by reduced ventricular ejection 
in congestive failure increase in response to proper 
cardiac therapy. 


Pattern.—Irregular and bizarre patterns indicate 
serious impairment of ventricular function, such 
as occurs in infarction, congestive failure, peri- 
carditis, and myocarditis. 


Respiratory Variation—Normally the I J waves 
are increased up to 50 per cent with deep inspira- 
tion. Abnormal respiratory variation is defined as 
marked phasic reduction in the maximal ampli- 
tude of systolic waves, exceeding 50 per cent. 
Often the waves, especially in expiration, may be- 
‘come unidentifiable or almost disappear. It has 
been shown that increased respiratory variation 
over 50 per cent is often associated with angina and 
hypertensive cardiovascular disease. The first ab- 
normalities in the waves may be noted in expira- 
tion: the weakening heart first contracts abnor- 


mally at the point in the respiratory cycle where it — 


is most poorly filled. This early distortion of the 
smallest waves in expiration is an excellent ex- 
ample of Starling’s Law of the Heart. 

Abnormal ballistocardiogram tracings have been 
classified in two ways. The simplest method was 
proposed by Starr and Mayock: categorization 
is merely based on the percentage of abnormal 
complexes. This method is especially applicable 
when abnormalities occur only during different 
phases of respiration. The classification most 
widely accepted today is that of Brown, Hoffman, 
and deLalla.* Grade O is a normal tracing. Grade 
I represents records that demonstrate only un- 
usual decrease in amplitude during expiration, 
often with loss of definitiveness. In Grade II 
tracings, half or more of the complexes are ab- 
normal, mainly during expiration. A Grade III 
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ballistocardiogram shows varying abnormalities 
throughout all phases of respiration, low amplitude, 
but still has individually recognizable complexes. 
Grade IV records have totally unrecognizable 
complexes. 

Aging produces pronounced changes in the bal- 
listocardiogram. As age advances the amplitude 
becomes smaller, and I and J waves diminish in 
size relative to the H and K even though health 
commensurate with age is maintained. To produce 
a deep I wave experimentally, the blood leaving 
the heart must be rapidly accelerated early in 
systole, and to do this requires power. A shallow 
I wave and a smaller J wave occur when there 
is little early acceleration of blood and to produce 
this less strength is required.?* Thus as the heart 
grows older it lifts its load more slowly. To quote 
Starr: “By changing the manner of systolic ejec- 
tion of blood so that acceleration is kept at a 
minimum, the load of the heart is: lifted more 
slowly and by this means a heart lacking in strength 
can secure the greatest cardiac output possible 
for it and so perhaps maintain its cardiac output 
relatively unimpaired. This change in cardiac 
function, however, can be detected by change of 
> Since this adap- 
tation may permit the heart’s pumping of blood 


form of the ballistocardiogram.’ 


to remain essentially unimpaired, there is seen 
a reasonable explanation for the observation that 
the ballistic record can detect myocardial abnor- 
mality very early in the course of disease and may 
detect it before the development of symptoms or 
any other clinical or laboratory evidence of myo- 
cardial dysfunction. It has also been shown that 
there is a progressive increase in respiratory varia- 
tion with age; caution should be exercised in 
comparing the tracings of young normal subjects 
with middle aged patients.’ 


Clinical Study 


In recent years much investigation has been 
devoted to defining the limits of clinical applica- 
tion for ballistocardiography. Only the passage 
of time will show if present day concepts are well 
founded. At present it appears that the ballisto- 
cardiogram finds its most value in coronary artery 
disease and hypertension, and is of definite im- 
portance in bundle branch block, congestive fail- 
ure, and coarctation of the aorta. The ballisto- 
cardiogram may be of value in.cor pulmonale, 
pericatditis, thyroid disease and disease of altered 
metabolism, and seems to have least application 
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in the field of congenital heart disease, excepting 
in coarctation. In our opinion the chief value 
of ballistocardiography today is in the diagnosis 
of angina and in the prognosis of cases of angina, 
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normal ballistocardiograms. Five of the abnormals 
were in subjects over forty years of age. A twenty- 


three-year-old normal obese man, five feet, nine 


inches tall and weighing 205 pounds was found 


ws greed \ 


Vaan | 


Fig. 2. Grade II ballistocardiogram obtained from an obese white 
man, aged twenty-three, apparently normal otherwise. 





TABLE I. COMPARISON OF INCIDENCE OF ABNORMAL BALLISTOCARDIOGRAMS AND 
INCIDENCE OF ARTERIOSCLEROSIS IN SO-CALLED ‘‘NORMAL’’ PERSONS 














Authors Total Age Age Age Age 
Cases Under 40 40-50 50-60 Over 60 
Per cent abnormal B C G’s Mandelbaum & 220 3% 22% 57% 75% 
Mandelbaum!4 
Scarborough et a/?° 369* 0% 10% 30% 64-90% 
Per cent showing arteriosclerosis Gubner!® 320* 18% 34% 67% d 72% 























*Percentages interpolated from graphs. 


myocardial infarction, and bundle branch block. 
It also seems probable that the ballistocardiogram 
will have a definite role in predicting subclinical 
coronary artery disease in otherwise apparently 
healthy individuals. 

Our clinical study includes ballistocardiograms 
from apparently healthy individuals and patients 
with all types of cardiac and pulmonary disease. 
Over 300 ballistocardiograms were obtained in 
a period of ten months with a modified Dock 
ballistocardiograph. These were taken in the post- 
absorptive state and after the patient had been 
resting about thirty minutes. A flat, stable table 
was used. Extraneous noises were eliminated as 
much as possible and the procedure was carefully 
explained to the patient in an attempt to avoid 
emotional factors. A one centimeter, one milli- 
volt standardization was used. Phonocardiograms 
were taken simultaneously, since the first heart 
sound corresponds closely to the H wave and aids 
in identifying the. waves. 


Normal Group.—Ninety-two normal individuals 
according to clinical, x-ray and _ electrocardio- 
graphic findings were studied: eight showed ab- 


January, 1954 





to show grade II changes on two occasions (Fig. 
2). The abnormality is perhaps due to the strain 
imposed on the heart It has been shown that 
abnormal ballistocardiograms in apparently nor- 
mal, obese persons become normal after weight 
reduction.’ On the other hand, the transient ab- 
normal physiological pattern may become fixed in 
the course of time and impair the efficiency of 
the heart to the point of disease; such physiological 
impairment as evidenced by the ballistocardiogram 
may account for the increased cardiac mortality 
in obese individuals. 

The finding of eight abnormal ballistocardio- 
grams in the group is important, for these individu- 
als may be harboring subclinical heart disease. 
Starr followed for eight to ten years ninety pre- 
sumably normal persons, all over forty years, on 
whom he had obtained ballistocardiograms.?? Of 
four with originally abnormal tracings, three de- 
veloped coronary artery disease. Of six others with 
abnormally small records in proportion to body 
weight, all developed angina pectoris or suffered 
a myocardial infarction. Mandelbaum and Man- 
delbaum, and Scarborough and his group have 
shown that the percentage of abnormal ballisto- 
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cardiograms in apparently normal individuals rises 
steadily with advancing age to 64 to 75 per cent 
abnormality in patients over sixty years of age.**° 
Gubner studied the incidence of arteriosclerosis in 
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Fig. 3. 
precordial pain on exertion and a sensation of smothering. 
Electrocardiogram before and after exercise is normal. 
Ballistocardiogram shows “late M” pattern seen in angina. 








White man, aged fifty-five, gives history of 

















Above—Leads I, II, III, V2, Vs, and Ve. Below—Bal- 
listocardiogram. ) 
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unsélected, non-cardiac insurance applicants; -he 
fourid a rise from eighteen per cent in persons un- 
der forty to 72 per cent in persons ovef. sixty.?° 
The presence of arteriosclerosis was judged by 
three ériteria: (1) calcified plaques on x-ray,’ (2) 
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major electrocardiogram abnormalities, and (3) 
reversal of pulsation along the left ventricular 
border in the roentgenkymogram. The findings 
of abnormal ballistocardiograms and incidence of 
arteriosclerosis in different age groups are summa- 
rized in Table I. A striking parallelism is noted in 
the older age groups; it appears in general that 
arteriosclerotic heart disease will be manifest on 
the ballistocardiogram even if no clinical symptoms 
are present. Thus the ballistocardiographic finding 
of cardiac dysfunction in a so-called normal indi- 
vidual has great implication: it means that the in- 
dividual is more likely to develop clinical heart dis- 
ease than if his tracing were normal, and adds sig- 
nificance to the appearance of minor or question- 
able cardiac symptoms. 


Coronary Artery Disease——In the absence of 
clear cut “coronary” or anginal history or positive 
physical findings, the diagnosis of angina pectoris 
may be quite difficult. Resting electrocardiogram 
is normal in 70 to 80 per cent of cases. The Master 
two-step test has greatly increased the number of 
positive electrocardiograms, and the anoxemia 
test, while helpful, has occasionally been found 
dangerous. 





Twenty-two patients with clinical angina but 
with no history of infarction were studied. Vary- 
ing degrees of abnormality were evident in nine- 
teen; four had grade IV tracings. Figure 3 shows 
a typical case. During the ten month period of 
observation, three of the four with grade IV trac- 
ings developed myocardial infarction. The elec- 
trocardiogram was positive in only six of the whole 
group. A summary of the ballistocardiogram and 
electrocardiogram findings in angina as reported 
by various authors is shown in Table II.****?° 
All authors report at least 75 per cent abnormal 
resting ballistocardiograms, and the longest series 
shows 89 per cent abnormal resting ballistocardio- 
grams. In all reports the number of abnormal rest- 
ing ballistocardiograms’ was significantly higher 
than the number of abnormal resting electrocardi- 
ograms. Those with grade I abnormality had the 
best clinical course. Several authors have studied 
the use of abdominal supports for patients that 
show improvement in their’ tracing while wearing 
a support.”!? Brown’s results are impressive: 92 
per cent of his selected group showed definite 
symptomatic improvement and ‘increased exercise 
tolerance.: A binder. reduces’ ‘splanchnic pooling, 
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raises the venous return to the heart, and elevates 
the right atrial pressure. 

All of twenty-five patients with previous myo- 
cardial infarction showed abnormal ballistocardi- 
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in coronary artery disease thus lies in differentiat- 
ing types of chest pain from angina pectoris, and 
in predicting the course of angina and infarction 
patients. 


TABLE II. PERCENTAGE OF ABNORMAL BALLISTOCARDIOGRAMS AND 
ELECTROCARDIOGRAMS IN TYPICAL AND ATYPICAL CASES OF ANGINA 














Total Abnormal Abnormal Abnormal EKG’s 
Investigators Cases Resting Resting with Master 
BCG’s EKG’s 2-Step Test 
Mandelbaum & Mandelbaum™ 224 89% 77% 
Scarborough, et al?® 191 75% 24% 57% 
Brown, et al! 50 94% 48% 
Chesky, ¢? a!4 40* 75% 0% 100% 














*Special select group with all positive Master one and two step tests. 





Fig. 4. A thirty-four-year-old colored man who had 
a history of two previous myocardial infarctions. Six 
weeks after above tracing was taken he died of an acute 
coronary occlusion. Grade IV ballistocardiogram. 


ogram patterns, from grade I to IV. It is instruc- 
tive to compare two of these patients. One was 
a thirty-four-year-old colored man with two previ- 
ous infarctions. He died suddenly of another 
“coronary” six weeks after a grade IV, completely 
abnormal tracing was obtained (Fig. 4). The oth- 
er case is that of a fifty-five-year-old patient who 
had his first “coronary” four years ago and suffers 
mild angina on exertion; his clinical course has 
been good. His tracing shows only a grade I ab- 
normality (Fig. 5). Various authors have shown 
a direct correlation between the grade of abnor- 
mality and subsequent angina and infarctions.*1*° 
The percentage of abnormal ballistocardiograms in 
clinical infarction is very close to that of abnormal 
electrocardiograms; however, the _ballistocardio- 
gram will show impairment earlier, as well as give 
some insight into the future course of the patient. 

Three types of patterns are recognized in cor- 
onary artery disease: (1) “early M” pattern, (2) 
“late downstroke” pattern, and (3) “late M” 
pattern. Other abnormal variations from low I 
and J waves to completely bizarre patterns. may be 
found. The importance of the ballistocardiogiam 
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Fig. 5. White man, aged fifty-five, who has had two 
acute episodes of coronary occlusion proven by electro- 
cardiograms in 1949 and 1951. At this time, 1953, his 
ballistocardiogram shows only Grade I changes. His 
clinical course has been benign. 





Fig. 6. A sixty-five-year-old colored woman who has 
had known hypertensive heart disease for one year. Blood 
pressure at time of tracing was 250/148. Tracing shows 
deep K, “late downstroke” pattern. 


Hypertension.—A group of fifty-six patients with 
hypertension were studied: twenty-five of these 
showed signs of heart disease by other methods.. 
Of the latter group, twenty-three showed abnormal. 
tracings characterized by low I waves and. deep, 
K strokes (Fig..6). Of the thirty-one remaining, 
patients, seven showed minor changes .(Fig., 7). 
Mandelbaum and Mandelbaum studied eighty, ad- 
vanced hypertensives with heart involvement, and. 
found characteristic changes in.86. per cent:.'* The 
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earliest change was a deep K stroke; as the hyper- 
tension developed, the amplitude of the H I J com- 
plex decreased and finally a few showed completely 
bizarre patterns. The amount of abnormality is 


Fig. 7. A forty-two-year-old colored woman who gave 
a history of hypertension for two years.- At the time of 
her ballistocardiogram her blood pressure was 240/130. 
There was no clinical evidence of heart disease. Tracing 
shows only a Grade I abnormality. 


roughly proportional to the degree of cardiac in- 
Sympathectomy, Veratum, Hexame- 
thonium and other methods known to decrease the 
high blood pressure have been shown to return the 
tracing towards normal. Some hypertensives are 
different in that they show ballistocardiograms 
with high amplitudes.** The injection of adrenalin 
subcutaneously in normal subjects produces identi- 
cal records; hence it is possible that this type of 
hypertension is the result of increased adrenalin 


volvement. 


excretion, such as occurs in emotional states and 
pheochromocytoma. Since the ballistocardiogram 


is normal or shows only minimal changes in hy- 
pertension not involving the heart, the presence of 
hypertensive heart disease can be ascertained by 
characteristic changes in the ballistocardiogram. 


Bundle Branch Block.—Many clinical studies in 
recent years have shown that the mortality in 
bundle branch block is less than previously ac- 
cepted. Whereas it was formerly believed that the 
average survival with this condition was two years, 
recent studies show that patients with this finding 
may live for a considerably longer period, especially 
if they have right bundle branch block. The di- 
agnosis of bundle branch block on the electro- 
cardiogram does not tell whether there is extensive 
damage to heart muscle including the bundle, or 
whether only a small pin-point area of fibrosis 
has cut across the bundle. The electrocardiogram, 
then, is of no prognostic value. Clinical history 
and examination, chest x-ray, venous pressure and 
circulation times are helpful in special instances, 


36 


but as a whole are deficient in determining the 
patient’s future. 


Of eight patients with left bundle branch block, 
three showed a moderately abnormal ballistocardi- 
ogram. The other five were normal or showed 
minor changes. One patient with abnormal tracing 
subsequently had a myocardial infarction and 
developed congestive heart failure. The five with 
minimal findings have had a good clinical course. 
Asynchronism of the conduction mechanism per se 
does not appreciably alter the ballistocardiogram, 
whereas the scarring and asymmetrical hypertrophy 
of the ventricle, producing asynchronous ejection, 
produce a markedly 
Mandelbaum and Mandelbaum studied forty-six 
cases of bundle branch block that were ambulatory 
and comparatively well at the time of their trac- 
ing..*° The cases with right bundle branch block 
showed better-looking ballistocardiograms than 
those with left bundle branch block, and the cases 
with the best clinical course showed the least ab- 
normality. Their findings correspond clinically to 
the better prognosis attached to right bundle 
branch block. The authors make no sweeping con- 
clusions since their follow-up period has been only 
twelve to twenty-four months. It can readily be 
seen, however, that a normal ballistocardiogram 
in the presence of bundle branch block in a subject 
over fifty years of age may be the only objective 
means of assuring the attending physician that the 
patient has a well functioning heart despite the 
electrocardiographic finding. 


will abnormal tracing. 


Paroxysmal Tachycardia.—Eleven persons with 
paroxysmal auricular tachycardia showed definite 
abnormality in their ballistocardiogram between 
episodes. Clinical history and examination, chest 
x-rays, and electrocardiogram were normal between 
attacks. A striking example is that of Mr. A. L., 
a white man, aged fifty-four. He had repeated 
episodes of marked palpitation for five years. In 
1951, he was seen in the emergency room with a 
regular tachycardia of 200 and a blood pressure 
reading of 84/62, and the clinical picture of shock 
and great dyspnea. Treatment with quinidine re- 
turned the rate to normal and alleviated the symp- 
toms. Physical examination, chest x-ray, and elec- 
trocardiogram have been normal repeatedly. The 
ballistocardiogram, however, shows grade III 
changes (Fig. 8), and is the only objective test 
in this patient that reflects the severe physiological 
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impairment in an otherwise apparently healthy 
heart. Lown, Ganong, and Levine have demon- 
strated shortened P-R intervals in twenty-three 
cases of paroxysmal tachycardia between attacks." 





Fig. 8. A fifty-four-year-old -white man who has had 
repeated episodes of palpitation for four years which have 
been proved to be due to paroxysmal auricular tachy- 
cardia. At the time of the tracing the electrocardio- 
gram was essentially normal. Grade III ballistocardio- 
gram. 


Although current teaching is that paroxysmal 
auricular tachycardia is a benign condition, it ap- 
pears that the heart is physiologically, if not ana- 
tomatically, abnormal as evidenced by the ballisto- 
cardiogram. This physiological aberration, in our 
opinion, may be just as important symptomatically 
and prognostically as an organic finding. 


Coarctation Three cases of coarctation of the 
aorta were studied; all showed the pathognomonic 
“cut off’ K wave (Fig. 9). Nickerson has shown 
the return of the K wave to normal following 
surgery.’° ‘Thrombosis of the descending aorta 
produces similar “cut off’ K wave and similar re- 
turn to normal following surgical correction.*® 
Although the ballistocardiogram is usually not in- 
dicated for the diagnosis of coarctation, it may be 
the first clue to the condition in the work-up of 
a hypertensive patient by showing the typical “cut 
off’ K wave. 


Rheumatic Heart Disease-——Twenty cases of 
rheumatic heart disease were observed. Except in 
aortic insufficiency where very high amplitude 
occurred in eight out of eight cases, no charac- 
teristic changes were found. One case of rheumatic 
carditis showed decreased amplitude of waves and 
slurring of the J wave; these changes regressed 
and the amplitude returned to normal after ther- 
apy. Rheumatic hearts in failure show increase in 
amplitude of their I J strokes following adequate 
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digitalization. Intracardiac flow of blood does not 


appreciably influence the _ ballistocardiogram; 


hence mitral lesions produce little change in the 
tracing.'* 





Fig. 9. A _ fifty-year-old white woman who had a 
proven coarctation of the aorta. Blood pressure in the 
upper extremity is 200/100; in the lower extremity, 
150/80. X-ray shows typical notching of the ribs. Her 
ballistocardiogram shows typical “cut off” K wave. 





Fig. 10. A forty-six-year-old white man complained 
of nervousness, palpitation, increased appetite, and 
marked weight loss. Basal metabolism rate at time of 
tracing was +34, Radioactive iodine tracer studies 
showed intrinsic hyperactive function of the toxic type. 


Hyperthyroidism.—Thirty cases of proven hyper- 
thyroidism were studied; twenty-six of these 
showed varying degrees of high amplitude waves 
(Fig. 10). The large J K strokes are constant and 
are caused by increased cardiac output; these large 
strokes are closely related to basal metabolism, 
radioactive tracer, and blood protein bound iodine 
studies. Occasionally there is broadening of the J 
stroke in hyperthyroidism. When this does not 
disappear following control of the condition, un- 
derlying heart disease should be suspected. 


Hypothyroidism.—Fifteen cases of varying de- 
grees of hypothyroidism, ranging to myxedema, 
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were also observed. These cases were confirmed 
by radioactive iodine studies. The amplitude of 
the waves was low in fourteen of these cases; how- 
ever, ballistocardiogram findings were not char- 
acteristic. 


Pulmonary Disease.—Eleven cases of severe pul- 
monary disease were observed. These include two 
cases of cor pulmonale. In one the abnormality 
was a Grade I tracing while in the other the pat- 
tern was completely abnormal, showing indistin- 
guishable waves and increased respiratory varia- 
Frankel and Rathermich have obtained 
records on a large series of patients with chronic 


tion. 


cor pulmonale.* They found marked abnormalities 
with broadened strokes, low I waves, but no con- 
stant changes. The main feature was a marked 
It has 
been concluded that this is on the basis of de- 
creased pulmonary blood pool in chronic pulmon- 
ary disease.® 


variation of complexes with respiration. 


Respiratory change in the intra- 
pleural pressure is more marked; there is more 
negative pressure with inspiration, and more posi- 
tive pressure in expiration. This may be largely 
responsible for the increased respiratory variation 


of the I J stroke. 


Congemtal Heart Disease——Ten of our cases 
were patients with congenital heart disease. A few 
minor abnormalities were noted, but nothing diag- 
nostic. Very deep H I and I J strokes have been 
described in pulmonary stenosis.* In interventric- 
ular septal defect, broadening of the J peak with 
a plateau-like effect of the initial portion of the J 
K slope and very high L waves have been de- 
scribed.* These findings, however, are not specific, 
and we believe that except in coarctation the bal- 
listocardiogram at present is of little value in con- 
genital heart disease. 


Other Conditions.—Ballistocardiograms were ob- 
tained in a group of miscellaneous conditions. 
Congestive failure is almost always accompanied 
by hypokinemia and configuration distortions; nor- 
mal or high amplitude immediately suggests high 
output failure. The differentiation of high output 
failure is extremely important, since successful 
treatment of the underlying condition will often 
effect a permanent cure of the cardiac insufficien- 
In aortic insufficiency large JK strokes are 
found, due to increased cardiac output. 


cy. 
In con- 
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strictive pericarditis there are reduced cardiac out- 






put and low I J waves which improve following 
surgery.”' 
Discussion 


The question is often raised as to whether the 
ballistoeardiogram is better than the electrocardio- 
gram and vice versa. Actually while the two 
roughly correlate in indicating pathology, they are 
entirely different. One measures electrical forces; 
the other measures mechanical forces and is more 
closely related to the efficiency of the heart action 
as a pump. 

In evaluating the clinical use of ballistocardiog- 
raphy it can be said that at last we have a method 
which may help the clinician to better prognosti- 
cate and treat his patients. Some of the skilled 
clinicians in the past were able to judge strength 
of the heart by feeling the pulse. The abrupt pres- 
sure change which was detected as a strong pulse 
has its genesis in the rapid acceleration of the 
blood by the heart, and the more gradual change 
characteristic of a slow pulse has its origin in a 
slower acceleration of blood. This was, in reality, 
a crude ballistic impulse, one which could be al- 
tered, though, by many peripheral factors. 


Conclusions 


In conclusion, the main indications for the clin- 
ical use of ballistocardiography can be outlined as 
follows: 


(1) In the diagnosis of angina pectoris and the 
prognosis of coronary artery disease; 


(2) In discovering subclinical heart disease in 
apparently normal individuals; 


(3) In differentiating uncomplicated hyperten- 
sion from hypertensive heart disease; 


(4) In the prognosis of bundle branch block; 


(5) In confirming the diagnosis of coarctation of 
the aorta, and 


(6) In distinguishing high from low output 
heart failure and following the response to treat- 
ment. 


Summary 
(1) The physiology of the normal and abnormal 
ballistocardiogram has been discussed. 


(2) Routine ballistocardiographic studies were 
made on over 300 patients and were found in gen- 
eral agreement with results of other workers. 


(3) Eleven patients with paroxysmal auricular 
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tachycardia, apparently normal by all known tests, 
showed abnormal physiological mechanisms of the 
heart between episodes as evidenced by the ballisto- 
cardiogram. 

(4) The indications for the clinical use of bal- 
listocardiography were outlined. 


Addendum 


Since this article was written, we have recorded 
an additional 350 ballistocardiograms. They have 
shown similar findings. Additional studies on the 
relation of the thyroid and the heart by the ballisto- 
cardiogram, and the prognostic features of the 
ballistocardiogram in “coronary heart disease” are 
in progress and are being tabulated for future man- 
uscripts. 
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FREE MEDICAL CARE FOR U. S. PERSONNEL 


As an outgrowth of a budget dispute over the free care 
of merchant seamen in Public Health Service hospitals, 
a study is being made to determine what it costs PHS 
each year to care for patients turned over to it by other 
government departments. The issue arose after the 
Budget Bureau told the Department of Health, Educa- 
tion, and Welfare to prepare its next budget excluding 
the care of merchant seamen, which has been considered 
a federal responsibility for about 150 years. 

Secretary Hobby informed the Bureau she would com- 
ply, but that she would also have to determine the costs 
to PHS of caring for thousands of other patients for 
whom the federal government has assumed responsibility. 
She added that the review will consider, among other 
things, whether her department should not be reimbursed 
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by the other federal departments for this hospital care. 


Mrs. Hobby noted that the Treasury Department’s 
Coast Guard versonnel also are treated free in PHS 
marine hospitals, as are employe compensation cases of 
all departments under a program handled by the Labor 
Department. Because merchant seamen make up about 
40 per cent of all cases in the sixteen marine hospitals, 
PHS plans to close up all these hospitals if it is denied 
funds to care for the sailors. This would require the 
government to make other arrangements for the care of 
hospital and dispensary patients from other government 
departments, who average about 10,000 per day. Where 
the seamen would receive care probably would be deter- 
mined by the unions and the shipping lines. 
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HEADACHES DUE TO TONSILS AND ADENOIDS—HECKERT 


Headaches Due to Tonsils 
and Adenoids 


By Joseph K. Heckert, M.D. 
Lansing, Michigan 


ie 1929 while studying in Berlin, Professor Max 

Halle informed me that, in his estimation, the 
most important things a physician can know is 
that the headache often described as a “pressure” 
headache, originating in the back of the neck and 
progressing up over the head and reaching the 
supra-orbital region is almost invariably due to 
septic tonsils, tonsillar and adenoid tags, or in- 
fected granulations in the tonsillar region. 

Since this time I have had the satisfaction of 
operating on a great many such cases with re- 
markable results. The method actually cures such 
headaches—it is not a therapeutic measure de- 
signed to give temporary relief but a permanent 
cure. 

About twenty-five years ago it was believed that 
most headaches were due to sinusitis, now we know 
that sinusitis is relatively very seldom the cause 
of headache. Today it seems that physicians clas- 
sify most headaches as functional or psychogenic. 
This is a diagnosis used as a last resort when no 
other etiological factors are found. 


On the basis of my experience, I cannot go 
along with this concept. Rather, I believe these 
headaches originate as a result of the presence of 


septic tonsillar or granulation tissue. When a 
patient comes to my office with the complaint of 
a headache beginning in the back of the neck and 
running up over the head to the supra-orbital 
region, it is gratifying to feel that we can probably 
cure the patient by removing the tonsils and ade- 
noids, tonsillar tags, or infected granulation tissue 
in the tonsillar area. 


It is important in female patients with such 
headaches to determine if they have had bilateral 
removal of the ovaries since this is the most im- 
portant cause other than septic tonsillar or granu- 
lation tissue. 

Almost any factor disrupting the normal physiol- 
ogy of the individual may serve as a “trigger” to 
elicit one of these headaches which may last from 
a few hours to months at a time. For instance, 
such things as acute coryza, emotional upset, con- 
stipation, or infection any where in the body may 
initiate these headaches; but without the presence 
of infection in the tonsillar or adenoid region these 
severe headaches would not occur! 


The most grateful patients are those who come 
to you after having sought relief from many 
sources, even from some of the outstanding clinics 
in the United States. They have been given the 
final diagnosis of functional headache. 

After a thorough inquiry and examination, with 
no other demonstrable cause, and a failure to ob- 
tain relief through medication, it is safe to assume 
that the patient has infected tissue in the region 
of the palatine or pharyngeal tonsils. 

The problem is to find this infected tissue. Oc- 
casionally the tissue is not demonstrable unless 
examination is done with the aid of a general 
anesthesia. To find a buried tag in the upper 
pole it is often necessary to gag the patient. In 
the lower pole under anesthesia, use a hook and 
rotate. Almost invariably such tissue can be 
demonstrated and removed with results being al- 
most 100 per cent confirmative of the diagnosis. 

It has been my purpose herein to draw attention 
to a causative agent in headache of the type de- 
scribed, and to reveal the remarkable results I 
have experienced in the treatment of such head- 
aches. 


1105 Bank of Lansing Building 





ARMED FORCES IN SIXTY-THREE COUNTRIES 


New Year’s Day will find the members of our Ameri- 
can armed forces serving in sixty-three different lands 
outside the continental United States. They are: Alaska, 
Aleutian Islands, Australia, Austria, the Azores, Belgium, 
Bermuda, Bolivia, Brazil, Canada, Colombia, Cuba, Den- 
mark, Egypt, El Salvador, England, Eritrea, Formosa, 
France, Germany, Greece, Greenland, Guam, Hawaii, 
Honduras, Iceland, India, Indo-China, Indonesia, Iran, 


Israel, Italy, Iwo Jima, Japan, Korea, Kwajalein, Liberia, 
Libya, Malaya, Midway Islands, Morocco, Netherlands, 
New Zealand, Norway, Okinawa, Pakistan, Panama, 
Paraguay, Peru, Philippines, Portugal, Puerto Rico, Sai- 
pan, Saydi Arabia, Spain, Thailand, Trieste, Trinidad, 
Turkey, Venezuela, Virgin Islands, Wake Island, and 
Yugoslavia.—CLARENCE J. Brown, Member of Congress, 
Ohio, Newsletter, December 29, 1953. 
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Anaphylactoid Reaction 
Following Use of a Penicillin 
Lozenge 


By H. E. Madalin, M.D. 
Detroit, Michigan 


Sa: LITERATURE abounds with case reports 
of various types of penicillin sensitivity and 
recently a fatal allergic reaction to an injection of 
crystalline penicillin G,‘ but to date there have 
been no reports of anaphylactoid reactions due to 
the ingestion of the small amounts of penicillin 
contained in lozenges. 
The following describes such a case, which was 
verified by skin sensitivity study. 


Report of Case 

Case 1.—J. G., a thirty-eight-year-old white _woman 
was admitted to the emergency room of Mt. Carmel 
Mercy Hospital shortly after she had taken a “Pondet”’ 
(Wyeth). This is a lozenge, the ingredients of which 
are listed by the manufacturer as: 20,000 units crys- 
talline potassium penicillin G, and 50 units of Bacitracin 
in a candy base. The patient had had an upper respira- 
tory infection for a week, and a friend of hers at work 
advised the medication, giving her one. After having had 
it in her mouth only one or two minutes, she spit out 
the lozenge due to a peculiar taste, “something like am- 
monia.” She then went to the rest room, where she pro- 
ceeded to vomit, and shortly afterward became uncon- 
scious. 

On admission to the hospital, her blood pressure and 
pulse were unobtainable. Her sensorium was depressed 
and she was moaning. Her pupils at this time did not 
react to light or accommodation; her skin was cold and 
clammy; her temperature was 95.0° orally; her respira- 
tory rate was 25; her heart sounds could not be heard; 
and the examiner thought her upper extremities were 
slightly spastic. 

She was given intravenous fluids immediately—a total 
of 2,000 cc. 5 per cent glucose in water being given. 
Nasal oxygen was also started. She responded well to 
therapy and, within two hours, her pulse was found to be 
108 and her blood pressure was 90/65. The next day the 
patient was feeling well subjectively with the exception 
of the cough she had had for a week previously. 

Laboratory work on admission revealed a 4 plus glu- 
cosuria (done after intravenous fluids had been started) 
and a 1 plus proteinuria. The next day, her urine was 
normal. Her blood showed a hemoglobin of 13.6 gm.; 
white blood cell count of 11,300; differential—65 poly- 
morphonuclears, 8 nonsegmented forms, 17 lymphocytes, 
3 monocytes, and 5 eosinophiles. Her chest x-ray was 
normal. 

Her past history, as obtained later, revealed that she 
had been treated six to seven years previously for 
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pneumonia, presumably with some sulfa preparation; five 
years previously, she had been treated with penicillin 
injections twice a week for one month for a “pelvic in- 
fection.” One year ago, she had three injections, which 
were thought to have been penicillin, for “flu.” Three 
weeks prior to admission, she had an injection of what 
was probably a combination of penicillin and another 
antibiotic and this was followed immediately by a pruritus 
of her hands, feet, and face, lasting approximately five 
minutes. 

She has no history of any other drug reaction or al- 
lergy, other than a contact dermatitis she vaguely recalls 
she once had. 

The patient was tested with intradermal injections 
two days after admission. The substances used in testing 
were: 

(1) A sterile water solution of a ‘“Pondet”—the 
amount of material injected calculated to contain 50 units 
of penicillin G as well as % unit bacitracin. 

(2) The same solution as (1), but incubated forty- 
five minutes with penicillinase (100 units/1500 units 
penicillin). 

(3) Penicillinase—5 units (the same amount as in 
(2) ). 

(4) Crystalline potassium penicillin G—50 units. 

(5) Bacitracin—¥% unit. 

(6) Sterile water. 

The material was injected into the left arm, and with- 
in seven minutes, the patient had large wheals with 
pseudopods at the sites of (1) and (4), the former 
being slightly the larger of the two. There was no reac- 
tion at the site of any other injection, including the 
“Pondet” solution plus penicillinase. 

At the time the skin manifestations became prominent, 
the patient felt subjectively the same as when she had 
taken the lozenge—including the same taste sensation 
(“like ammonia”). She also had a severe paroxsysm of 
coughing at this time, which could probably be interpreted 
as bronchospasm. Her blood pressure went from 140/70 
to 170/90 and her pulse went from 88 to 120. At this 
time a turniquet was put on her arm above the sites of 
the injections, and a total of 2.0 cc. of 1:1,000 epineph- 
rine was given subcutaneously in 0.2 cc. amounts at 
various sites at about two minute intervals. She re- 
sponded to this well—her coughing cleared up; her blood 
pressure went down to 140/68 and her pulse slowed to 
96. She felt subjectively well again within twenty min- 
utes. 

Comment 

The patient in this case was shown rather clearly 
to be sensitive to crystalline penicillin G in minute 
quantities. She had had an adequate previous his- 
tory of penicillin intake to produce a sensitivity to 
subsequent administration of the drug. The sensi- 
tivity in this case was so great that the patient went 
into anaphylactoid shock with the oral ingestion 
of probably as little as 2,000 units (0.5 per cent of 
the usual intramuscular dose). A dosage total of 


100 units as used in intradermal testing was ade- 
(Continued on Page 91) 
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Massive Hemorrhage from 
Benign Adenoma of the 
Biliary Duct Causing Death 


By Lloyd F. Teter, M.D. 
Battle Creek, Michigan 


_— EXTRA hepatic biliary ducts’ are rarely 

the site of benign neoplasms and have received 
little attention in the current medical and surgical 
literature. Because of their location these seeming- 
ly harmless new growths can become serious le- 
sions and may cause all the obstructing biliary 
symptoms with liver damage that cancer or extra- 
hepatic calculi can produce. Adenoma and poly- 
poid lesions can result in massive hemorrhage 
which may result in death, as shown in the case 
presented. These tumors usually retain their be- 
nign characteristics and tend to remain dormant 
for long periods of time. They are amenable to 
surgery and render a favorable prognosis when 
removed. 


That benign neoplasms of the biliary duct are 
rare, is attested by the fact that Rolleston and Mc- 
Nee® succeeded in collecting only ten cases from 
the world literature in 1929. Marshall* reported 
only four cases of benign biliary duct new growths 
in a twenty-year period ending January, 1930, at 
the Mayo Clinic. Christopher,” in 1933, presented 
forty-one cases from the world literature. In the 
past nineteen years eight additional cases have 
been reported, including one described by Dr. 
Philip D. Chu* in his excellent article in the Ar- 
chives of Pathology, July, 1950. The case here re- 
ported makes a total of fifty cases up to the pres- 
ent time. 


Clinical Symptoms 

Patients with benign neoplasm of the biliary 
duct present vague and variable symptoms. These 
tumors have a tendency to remain dormant for a 
long period of time. Some of the more common 
symptoms are repeated attacks of vague epigastric 
pain, indigestion, flatulence, mild jaundice, sudden 
unexplained gastric or bowel hemorrhage, nausea 
with episodes of vomiting, and sometimes acute 
colicky pain localized in the right hypochondrium. 


Case report from the surgical service of R. L. Mus- 
tard, M.D. From the Department of Surgery, Leila Y. 
Post Montgomery Hospital, Battle Creek, Michigan. 
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The duration of symptoms varies from several 
weeks to several years. Our patient, for example, 
had symptoms for thirty-five years. 

Eventually these patients present symptoms of 
biliary obstruction. The early manifestations of 
obstruction may be slow and consist of vague epi- 
gastric distress with progressive jaundice. The 
onset, however, may be acute with a sense of epi- 
gastric pain, nausea, with or without vomiting, 
and deep jaundice. The patient finally develops 
severe pain, nausea and vomiting, deep pro- 
gressive jaundice, with clay-colored stools, pru- 
ritus and dark urine. All these symptoms described 
are not characteristic and may be found in chole- 
cystitis and cholelithiasis, or malignancy of the 
common bile duct, gall bladder, pancreas or duo- 
denum.. Physical findings are vague and nonspe- 
cific, and may consist of tenderness in the region of 
the liver, with or without liver enlargement. A 
mass sometimes can be palpated in the region of 
the gall bladder, accompanied by a varied degrec 
of icterus. We also include massive hemorrhage 
from the biliary tract which may manifest itself 
as a gastric or profuse bowel or rectal hemorrhage. 


Case Report 


Case 1.—Mrs. C. A., a sixty-nine-year-old woman, had 

had intermittent gall-bladder attacks for at least thirty- 
five years, or as long as her daughter could remember. 
They had caused her to be chronically ill. Thanksgiving, 
1951, she noticed some evidence of jaundice and her 
gall bladder was removed in the hospital of her home 
town on January 11, 1952. A common duct stone was 
suspected but was not identified at surgery. Her nausea 
and vomiting continued postoperatively and an x-ray 
showed that common duct stone was present. An ex- 
ploratory operation also at her home hospital on March 
24, 1952, was unsuccessful in obtaining the stone. A T- 
tube was left in place and the patient developed a bil- 
iary fistula. She had a forty-pound weight loss between 
October and the time of her admission to Leila Hospital 
on April 21, 1952. 
‘ Her admission laboratory studies showed a red blood 
count 3.46; white count, 6,000 with 66 per cent poly- 
morphonuclears; urine not remarkable. Kahn was nega- 
tive. Potassium, 21.6; CO,, 56; A-G ratio, 3.6 to $.7; 
NPN, 24 per cent; the thymol turbidity was 3.5; chlo- 
rides, 77.9 (reported as milliequivalent of sodium chlo- 
ride: normal range 75-80). Prothrombin time was 
38.5 per cent; cephaline flocculation negative in twenty- 
four hours; trace in forty-eight hours. 

Cholangiograms were taken on April 21, 1952. These 
showed the T-tube in place and the distal duct dilated 
proximal to a stone located near the ampulla and 1 cm. 
in diameter. The stump of the cystic duct was also pres- 
ent, dilated and communicated with the T-tube. Very 
little opaque media entered the duodenum. At the time 
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of surgery on April 22, 1952, the old T-tube was found 
imbedded in a mass of scar tissue. An opening way 
found in the common bile duct with free bile draining 
into the abdominal cavity. Exploration of the common 
duct revealed a large stone imbedded near the ampulla 
of Vater. The stone was removed and a new T-tube was 
inserted in the opening of the common duct which then 
was closed in the usual manner. The patent cystic duct 
was closed. The liver appeared fairly normal. The ab- 
domen revealed many adhesions present due to bile peri- 
tonitis. Repeated cholangiograms on May 5, 1952, re- 
vealed the T-tube to be present in the common bile duct. 
The hepatic duct and common duct were still somewhat 
dilated. There was nothing suggestive of calculi in the 
biliary tree at that time. The opaque media passed 
easily into the duodenum and there was a reflux of dye 
into the pancreatic duct. 

Due to the biliary fistula the first postoperative prob- 
lem she presented was that of acid base balance, both 
chlorides and potassium varying somewhat from the 
normal but were being returned to normal with proper 
therapy. There was some problem of reaction to trans- 
fusions, of which she had had twenty pints, so that she 
was given cells washed with saline during part of her 
hospital course. After having shown fair recovery and 
being partially ambulated on May 9, 1952, she began 
to bleed from the mouth and from the bile fistula. Her 
temperature rose to 103° and she continued to hem- 
orrhage intermittently until she expired on May 18, 
1952. Reported prothrombin times were never lower 
than 37 per cent. 


Pertinent Necropsy Findings: The liver weighed ap- 
proximately 1600 grams and showed a nutmeg pattern 
with some evidence of jaundice. Dissection of the bile 
ducts and fistula showed that the fistulous tract meas- 
ured 1.5 cm. in diameter and appeared to communicate 
directly with the right and left hepatic duct and the 
common duct, all of which were dilated to at least 1 or 2 
cm, in diameter, and filled with gross blood. Inserted in 
the lumen of one of the smaller branches of a left hepatic 
duct was a papillomatous nodular structure which was 
firmly adherent to the wall and showed marked conges- 
tion. Microscopic section disclosed this growth to be a 
benign adenomatous polyp with an eroded tip. 


Comment 
This sixty-nine-year-old white woman gave 
symptoms of gall-bladder disease for thirty-five 
years. Her symptoms were pain, nausea, vomiting, 
but no apparent jaundice until November, 1951. 
During her stay at Leila Hospital she had an at- 
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tack of sudden unexplained persistent nausea fol- 
lowed by projectile vomiting. Her nurses com- 
mented on the fact that she would awake suddenly 
from a deep sleep, belch and vomit. She was de- 
scribed as a chronic “erpy” type of patient. Her 
hemorrhage, which was very profuse, came as a 
thunderbolt out of the blue just as she was about 
to be discharged from the hospital. Prothrom- 
binopenia was considered as the cause of her bleed- 
ing at first, due to the constant loss of bile through 
the T-tube. Her prothrombin time never dropped 
below 37 per cent during her stay in the hospital. 
Autopsy finding of bleeding traced to erosion of an 
adenoma of the biliary duct was a surprising en- 
tity. Casual search through literature revealed no 
other such complication. 


Summary 


Benign neoplasms of the extrahepatic ducts are 
rare. All authors are unanimous in the opinion 
that a correct clinical diagnosis is very difficult and 
probably impossible to make. Because of. the ex- 
treme rarity one is hesitant to attempt to make 
such a diagnosis. The possibility of biliary neo- 
plasm should be kept in mind, in all cases of un- 
explained icterus or gastrointestinal hemorrhage. 
Adenoma of the biliary duct is often associated 
with cadculi in the bile ducts, or gall bladder. Be- 
cause these lesions tend to remain dormant for 
long periods of time, early operative removal 
should be attended by a favorable prognosis. Of 
eleven of the thirty cases reviewed by Chu, there 
was successful excision of the tumors with recov- 
ery. We might add that in none of the cases re- 
corded, was the correct diagnosis made, preoper- 
atively or ante mortem. 
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DID YOU KNOW? 


That from 1496 B.C. to 1861 A.D., the world had only 
227 years of peace and 3130 years of war? 
That during four centuries from 1450 to 1850, Austria 
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was at war 234 years; England 198 years; France 192 
years; Spain 271 years and Russia 250 years? 

That since the adoption of our Constitution 150 years 
ago, we have been at war only twelve years? 
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ORGANIZED MEDICINE AND ORGANIZED PUBLIC HEALTH—PROTHRO 


Inter-Relationship of 
Organized Medicine and 
Organized Public Health 


By Winston B. Prothro, M.D., M.P.H., 
Grand Rapids, Michigan 


S A MEMBER of both the APHA and the 

AMA, I have long been interested in the re- 
lationship between organized medicine and organ- 
ized public health; and in the relationship between 
the individuals in each profession. I have always 
considered myself as practicing the profession of 
medicine, devoting myself solely to the specialty of 
public health. 

The history of the development of the public 
health movement in this community shows clearly 
that physicians, singly or in groups, have been 
largely responsible for the establishment and sup- 
port of health departments. It is also axiomatic 
that strong health departments exist where local 
physicians provide interest and support. Converse- 
ly, weak or no health departments are found where 
local physicians are disinterested. Good public 
health departments can remain progressive and 
alert to community needs, or be blocked and frus- 
trated, depending upon the attitude of the physi- 
cians in the community. A health department can 
not be operated successfully without the willing and 
co-operative services of physicians. This probably 
stems from the fact that the public health profes- 
sion and the medical profession are primarily in- 
terested in the health of the public. 

I am appreciative of this opportunity of speak- 
ing to the Kent County Medical Society so soon 
after my acceptance of the position of Director of 
the Grand Rapids City Health Department, be- 
cause I am convinced that the basic reason public 
health programs are ineffective in some localities 
is the lack of understanding and co-operation be- 
tween organized medicine and organized public 
health, and where this exists it places both public 
health and medicine in apparent conflict before 
the tribunal of public opinion and tends to discredit 
both. Where there is an understanding of the re- 
sponsibilities and objectives of public health, there 


Presented at the Kent County Medical Society meet- 
ing, Peninsular Club, Grand Rapids, Michigan, January 
13, 1953. 
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is usually excellent relationship between private 
physicians and the health department and they 
supplement each other without conflict to the best 
interest of all concerned. 


Perhaps, then, it is wise to halt here and see if 
we Can agree on definitions and on the responsibili- 
ties and objectives of government in the area of 
health. Would you accept with me the definition 
of the World Health Organization in defining 
health as a “state of complete physical, mental, 
and social well being, and not merely the absence 
of disease or infirmity;” and Dr. C. A. Winslow’s 
definition of public health as “the science and art 
of preventing diseases, prolonging life, and promot- 
ing physical and mental health and efficiency 
through organized community efforts for the sani- 
tation of the enviroment, the control of communi- 
cable diseases, the education of the individual in 
principles of personal hygiene, the organization of 
medical and nursing service for the early diagnosis 
and treatment of diseases, and the development of 
the social machinery which will insure to every in- 
dividual in the community a standard of living 
adequate for the maintenance of health.” 


I agree with President Lincoln when he said “the 
role of Government is to do for a community of 
people what they need to have done, but cannot 
do at all, or cannot so well do for themselves in 
their separate and individual capacities. All that 
the people can individually do as well for them- 
selves, Government ought not interfere.” 


A governmental body is responsible for providing 
such protective measures and facilities as it reason- 
ably can to protect its citizens. It is responsible 
for an intelligent planned program designed to pre- 
vent preventable diseases—prevent the disease it- 
self if possible, prevent the seriousness when it does 
occur, prevent the spread of disease to others, and 
prevent unnecessary deaths. 


' The duties and functions of any health depart- 
ment are determined by the community’s needs and 
demands, its financial support, the health ordi- 
nances and laws it has to work with, and by the 
authority and confidence invested in it by the gov- 
ernmental body creating it. 


Your City Health Department, like most health 
departments, is staffed by trained public health 
personnel of many disciplines; i. e., physicians, 
dentists, nurses, veterinarian, engineer, sanitarian, 
educator, laboratory technician, and clerical help- 
ers. These personnel are organized into the follow- 
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ing divisions: administrative and vital statistics, 
clinic services, nursing, health education, dental 
health, environmental health, and industrial health. 

How does the Health Department function? All 
the vital statistics, births, deaths, cases of communi- 
cable diseases, etc., are reported to the department. 


These are analyzed and studied by professional 
personnel as to the kinds and types of diseases, their 
geographical location; and according to age, sex, 
and race. A definite program is developed to con- 
trol or prevent from further spreading every major 
communicable and occupational disease reported. 

One of the recognized basic public health pro- 
grams is in the area of maternal and child health. 
In Grand Rapids much of this work is done by the 
local hospitals and the Community Health Service. 
Most of the health department’s medical and nurs- 
ing time is spent in other phases of public health. 
Their efforts are directed primarily towards the 
prevention of diseases, the detection of diseases and 
physical defects, and in developing the greatest 
possible degree of public health. This is done 
through epidemiological studies, home visits, clinics, 
school health services, group work, and health edu- 
cation. The local health department operates im- 
munization, tuberculosis, and venereal disease clin- 
ics. It also conducts audiometer and Massachusetts 
vision screening tests in the schools. A limited 
number of physical examinations are made on 
school children for educational purposes and the 
detection of other types of physical handicaps. It 
also provides dental health education, makes ex- 
aminations and referrals and provides dental care 
for the children of medically indigent persons. 

The health department, primarily through its 
division of environmental health, is responsible for 
enforcing all local and state public health ordi- 
nances, rules, regulations, and laws. It is respon- 
sible for all phases of environmental sanitation. It 
inspects and maintains set sanitary standards for 
food and milk handling establishments, dairies, 
pasteurizing plants, slaughter pens, and butcher 
shops, schools and public buildings, substandard 
houses, tourist camps, day nurseries, hotels, nurs- 
ing and convalescent homes, maternity hospitals, 
et cetera. It is responsible for plumbing inspection 
and the control of flies, rats, roaches, and other 
vermin; and for the correction of public health 
nuisances. 

The division of Industrial Health is primarily 
concerned with the prevention of occupational 
diseases and industrial illness. This has become 
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an important part of public health activities. Its 
activities are to find factors or conditions in the 
working places that may cause or contribute to the 
illness or serious discomforts of employes; and of 
devising methods and means of eliminating or 
controlling such conditions. 

The health education phases of the public health 
program is designed to reach the entire commu- 
nity. There are many diseases which medical sci- 
ence knows how to prevent or control. This knowl- 
edge is of no value unless it is passed on to all the 
people. If there were no official spokesman, this 
information would not be disseminated and people 
would die of ignorance. It is the responsibility of 
the public health department to keep the public in- 
formed of health dangers, how diseases can be pre- 
vented or controlled, and to help them take needed 
precautions whether it is to take immunization, 
health examinations for tuberculosis, cancer, et cet- 
era, correct an insanitary health hazard, or elimi- 
nate vermin. 

Many “quack” doctors advertise, and many 
worthless drugs and other preparations are highly 
advertised to the unsuspecting public. The ethical 
medical practitioner does not advertise. Only a 
medical health official, representing an official 
agency, can answer the fraudulent advertising and 
see that the public is given scientific medical in- 
formation it can depend upon. 

Dr. W. P. Shepard, Past President of APHA, 
spoke my thoughts when he said “the dividing 
point between public health and the private prac- 
tice of medicine is that point at which a health 
problem in a given community is of sufficient in- 
terest to a sufficient number of citizens so that 
some type of community organization is required 
to solve it. Obviously no single individual or physi- 
cian can provide a city with a pure water supply 
nor proper waste disposal. These are community 
chores. All the doctors together cannot bring 
about small pox and diphtheria immunization of 
85 per cent of the child population; though the 
doctors can be of great help. It requires commu- 
nity organization best led by the health officer. In 
most instances the practicing physicians of a com- 
munity are among the first to recognize these prob- 
lems and are in the fore-front of the community or- 
ganization designed to seek a solution. 

There are many who contribute to the overall 
health field; for example, research workers, drug 
manufacturers, druggists, general practitioners, 
various medical specialists, pathologists, bacteriolo- 
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gists, laboratory technicians, nurses, dentists, et 
cetera. If we should use a military example and 
terms to describe the place of public health in the 
overall health force, logically it would be described 
as the Air Force. Its main duty is to carry the 
offensive to the enemy. If we had been content 
during the last war to merely salvage all we could 
each time after the enemy had dropped bombs on 
our cities, we could never have won the war. The 
military leaders considered that the best defense 
was a good offense. _The Air Force was assigned 
the responsibility of eliminating the source of our 
enemy’s war potential. It was this offensive, or 
preventive action, that contributed most to our 
victory. Using this example, public health has the 
responsibility of carrying the attack to the enemy 
and destroying or eliminating the source of infec- 
tions, or of disrupting its communication system; 
i. €., its method of spread. The private physician 
might be called the home guard. Both the Air 
Force and the Home Guard play an important 
part in the war effort. They work together as sup- 
plements, but do not overlap. Both are essential to 
a good defense force. 

Previously I said that the work of the health 
department supplements rather than duplicates or 
competes with the private physician. Let me il- 
When a private physician reports a 
major communicable or occupational disease, a 
trained public health worker makes an epidemio- 
logical investigation and establishes isolation or 
quarantine as indicated. The family physician who 
reports the case continues to treat the patient as 
this is not a public health function. His efforts are 
supplemented by the health officer in a way that 
no other person or agency can. For example, sup- 
pose the reported disease was syphilis. The family 
physician may treat the case. However, we know 
that every infection is contracted from someone, 
and possibly has been spread to another person. 
The family physician can do little or nothing about 
locating and treating the person who first spread 
the disease other than the familial contacts; so, he 
or she continues to spread it. By authority, and 
under the supervision, of the health officer, a per- 
son trained in medicine and social work, interviews 
the patient in regards to his or her sex contacts. 
Each of these are contacted and examinations 
made. All new cases of syphilis found are referred 
to the physician of their choice for treatment. 
Thus the source of continued spread of the disease 


lustrate: 


is stopped. - Only a representative of an official : 
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agency can intervene in such cases and thus elimi- 
nate the constant hazard to the health of every 
person in the community. 

Take another example: Suppose the reported 
case is dysentery, typhoid fever, or one or other 
“filth borne” diseases, again the family physician 
reports and treats the case, but there his efforts 
stop. It is not known whether the disease resulted 
from spoiled or contaminated food, milk, or water; 
whether the open toilet next door, which is swarm- 
ing with flies, is the original source of infection, 
or if it is a typhoid carrier that works in the cafe 
down the street. Here again the public health au- 
thorities are called in to supplement the work of 
the private physician. A public health worker in- 
vestigates all possible sources and eliminates or sets 
up such protective measures as are needed to pre- 
vent any other person from getting the disease from 
the identified source. 

As a third example I’ll illustrate with an occupa- 
tional disease recently reported here in Grand 
Rapids. A private physician suspected that one 
of his patients, an auto mechanic, had lead poison- 
ing and it was reported as such. In looking for the 
cause of this case of lead poisoning the trail led 
to a comparatively new process known as carbon 
blasting. In this process a stream of compressed 
air and rice or walnut shells is introduced into a 
car engine through a small tube which extends 
through the spark plug opening. The impact of the 
abrasive releases the carbon deposits from inside 
the engine. In the past it had been assumed that 
leaded gasoline when burned expended itself ; how- 
ever, such is not the case. An investigation made 
of this operation revealed that the concentration of 
lead in the mechanic’s breathing zone averaged 
twenty-five times the safe limit. The result of this 
study was discussed with the manufacturers of this 
carbon blasting equipment and they are incorporat- 
ing suggested changes in the design which will 
make the machinery reasonably safe under ordinary 
operating conditions. In Michigan approximately 
150 garages are using this process. They are now 
in the process of being advised as to the protective 
measures necessary to safeguard the health of their 
workers. The thoughtfulness of the physician ‘in 
reporting this unusual aase of lead poisoning 
brought about a preventive program to protect the 
health of many garage workers. This is just one 
example of how occupational disease reporting can 
be of value when the private and public health 
teams are working together. — 
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I have already pointed out how important it 
is to public health to have the understanding 
and cooperation of the physicians. Let me now 
enumerate a few of the ways your public health 
department helps the private physician. The health 
officer can, and should be, the voice of organ- 
ized medicine in Government as well as the in- 
terpreter of governmental actions to the profes- 
sion. Public health should be the social arm of 
medicine in keeping its fingers on the pulse of 
society and the body politic; while the practicing 
physician keeps his fingers on the pulse of the indi- 
vidual. In recent years, as the problems of acute 
communicable diseases and environmental sanita- 
tion have become less serious through public health 
administration, it has been inevitable that other 
problems would, enlist the interest and action of 
the community. Thus we find increasing concern 
among the public with the problem of aging and 
its concomitant of chronic diseases. With the early 
detection and prompt treatment of cancer, tuber- 
culosis, and diabetes, with the prevention and prop- 
er care of mental and emotional diseases; with 
the increasingly high proportion of deaths from 
heart disease and accidents, with expanding pop- 
ulations, migrating population, and the critical 
problems of mushrooming areas, the community is 
bound to make some effort to combat these com- 
mon and serious problems. Those efforts will be 
less clumsy, less misdirected, less oblivious to the 
value of existing facilities, if the movement is 
guided by the health officer with his trained staff 
and if, in that guidance, he has the understanding 
and support and wisdom of the practicing physi- 
cians of his community. 

The State Health Department through its branch 
laboratory or the local health department, pro- 
vides diagnostic facilities for all communicable 
diseases, provides biological products and educa- 
tional materials for the prevention of major pre- 
ventable diseases. Not only does the public health 
education program continuously send people to 
the physicians’ offices, but is getting them there 
earlier, before the condition is uncorrectible. 

What do we do with all the physical defects 
discovered in our school examinations, vision and 
hearing screening programs? We try to get them 
into the offices of the private physicians for fur- 
ther investigation and treatment if indicated. For 
example, last year in Grand Rapids 951 children 
were referred by the Health Department to private 
physicians for impaired vision, 166 for impaired 
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hearing, and 6,720 for other physical deficiencies. 

What about such public health services as the 
Social Hygiene and Tuberculosis Clinics? Do they 
help private practice? They uncover work for 
private physicians that might otherwise have been 
missed and they create a desire for the same type 
of service in the private doctor’s office. As a 
specific example of this when Dr. Pearl Kendrick 
first had her whooping cough vaccine ready for 
use, through agreement with this Society and the 
Health Department, it was offered both in the 
clinics and in the private physicians’ offices. The 
first year approximately 90 per cent of the immu- 
nizations were done in the clinic and 10 per cent 
were immunized by private physicians. Three 
years ago a survey revealed those figures were re- 
versed and 90 per cent were immunized in the 
doctor’s office and 10 per cent in the clinics. 

The Health Department can furnish the doctor 
needed information on vital statistics to help him 
evaluate and measure his and his colleagues’ efforts 
in disease control. 

I could give many more examples of how the 
health department can, and does, help the private 
physician, if time permitted, but I will only men- 
tion some of the specific instances of how the pub- 
lic health nurse can be of service to the private 
doctor. She refers patients to him for medical 
care and curative treatment, for periodical care 
and protective treatments, and for follow-up exam- 
inations. The public health nurse can assist the 
private physician by providing nursing care in the 
home. We believe that it represents a proper use 
of a public health nurse’s time to, wherever pos- 
sible, teach someone in the home how to carry 
out various procedures. Specifically, she can teach 
how to prepare and give a hypodermic—such as 
insulin. She can teach the young mother how to 
bathe her baby. The public health nurse can help 
with the home care of premature infants; first by 
seeing that home conditions are suitable before 
the baby is discharged from the hospital; second. 
by giving nursing care if needed; and _ third 
by teaching the mother how to care for the baby 
sO as to prevent exposure to infection. The public 
health nurse can show the mother how to give her 
child an inhalation. She can teach the patient’s 
family how to take care of dressings such as with 
cancer and colostomy patients. She can assist with 
the care of rheumatic fever patients in the home 
by teaching bedside care; by intérpreting what 

(Continued on-Page 112) os 
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Ulcerative Colitis 


Medical Treatment 


By E. N. Collins, M.D. 
Cleveland, Ohio 


HE OUTLOOK of patients having chronic 

non-specific ulcerative colitis is much brighter 
today than it has been in the past. Today the 
sulfonamides, antibiotics, and corticotropin 
(ACTH) are proving helpful, but no one medi- 
cine is a cure. If surgical treatment is indicated, 
the entire colon and rectum can be removed and 
ileostomy performed in one or two stages with a 
lower mortality rate than formerly was associated 
with ileostomy alone. At the Cleveland Clinic 
87 per cent of the patients have received medical 
treatment and 13 per cent surgical treatment. 


No single cause of chronic non-specific ulcera- 
tive colitis has been established. Treatment, there- 
fore, is non-specific. The natural history of the 
disease is one of remissions and recurrences of 
varying duration and intensity, so that it is difficult 
to evaluate any one form of treatment. Although 
the sulfonamides, antibiotics, and corticotropin 
(ACTH) are important adjuncts to medical ther- 
apy, basic therapy still consists of supportive and 
symptomatic measures. As Kirsner and Palmer’ 
have stated, “General objectives include rest, elim- 
ination of infection, restoration of nutrition, and 
the solution of emotional difficulties.” 


No two patients present exactly the same prob- 
lem. Brown and Crile’ have emphasized the fact 
that the best psychiatric treatment is considerate 
and gentle care by the patient’s family physician. 
The treatment should be individualized and guided 
by the presence of toxicity, complications, irrepa- 
rable damage to the colon, and by the duration and 
severity of the disease, as well as the evaluation of 
previous treatments. 


The type of colitis under discussion has a num- 
ber of synonyms, such as non-specific, idiopathic, 
indeterminate, distal, and thrombo-ulcerative (Bar- 


gen’s type 1). It starts in the rectum with diffuse 
inflammatory, destructive, and hyperplastic proc- 
esses, as seen by proctoscopic examination, and 
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extends upward in the colon, as visualized by roent- 
gen examination. This applies to 90 per cent of 
the patients we see. There may be segmental forms, 
but these are of secondary importance in this dis- 
cussion. 

A word should be said about diagnosis. It is 
accepted that surgical treatment is hazardous in 
the presence of amebic dysentery and this may 
mimic non-specific ulcerative colitis. Minimal ex- 
aminations should include warm stool examina- 
tions, proctoscopic and roentgen examinations of 
the colon, as well as blood agglutinations and roent- 
gen examination of the chest. Differential diag- 
nosis should exclude for example: amebiasis, ba- 
cillary dysentery, carcinoma, lymphogranuloma 
venereum, typhoid and paratyphoid fevers, tuber- 
culosis, and regional enteritis. 

There is one contraindication to doing a bari- 
um enema roentgen examination. If the patient 
has acute abdominal distention and the initial scout 
x-ray film of the abdomen shows a huge dilata- 
tion of the colon, impending perforation is present 
(Fig. 1). It usually means that there has been 
extensive deep ulceration including the muscularis 
and in areas only a thin serosal sac may remain. 
If the initial plain film is made with the patient in 
the erect position and it shows air under the dia- 
phragm, a perforation has occurred and immediate 
surgery is usually indicated. 

Most of the patients we see are in the nontoxic 
phase of the disease, even though they may have 
had recurrent attacks for years. The groupings 
by Kiefer® help in classifying the severity of the 
disease (Table I). 


TABLE I. GROUPINGS: (KIEFER) 


Nontoxic 
Afebrile 
Non-sclerotic 
Nontoxic 
Afebrile 
Sclerotic 


Group I 


Early Nontoxic Phase 


When the patient is seen early in the course of 
his disease, particularly when it is limited to the 
rectum or the rectum and the left colon, he may 
continue with his usual occupation and make a 
favorable response to simple measures. 


Rest.—Both mental and physical rest are empha- 
sized. Psychosomatic factors are important and 
are clarified, if possible, as a means of relieving 
nervous tension. The'family doctor is in the best 
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position to administer this type of therapy. He 
knows the family background, environment, and 
habits of the patient. 

If possible, the patient should have a mid-day 
rest period and complete rest while not at work. 
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needed at the start of the treatment. Occasionally, 
one of the new anticholinergic drugs proves helpful. 
Later, these preparations are used only intermit- 
tently. In an occasiorial instance at the start of 
treatment, we prescribe 4 cc. of paragoric every 





Fig. 1. Dilatation of the colon in acute fulminat- 
ing toxic ulcerative colitis. Ileostomy and subtotal 
resection of the colon were performed in one stage. 


Diet.—A high-protein, high-carbohydrate, low- 
fat diet is routinely prescribed. The residue in 
the diet is varied according to the individual prob- 
lem. It is restricted in most patients because of 
loose stools. Milk, a relatively high-residue food, 
usually is poorly tolerated by the patient. Small 
amounts of cream may be used on cereals. 


A graded-residue high-protein diet is most often 
prescribed: no vegetables or fruits for the first five 
to eight days; then, addition of cooked vegetables 
and fruits slowly over the next two weeks; then, 
final addition of raw vegetables and fruits, as 
tolerated, until the patient is on a well-balanced 
diet. Seeds, skins and coarse fibers should be 
avoided during the active phase of the disease. 


Supportive and Symptomatic Therapy—Of 
course, the patient should be kept as comfortable 
as possible. We commonly give antispasmodics 
and/or mild sedation such as tincture of bella- 
donna in full tolerance dosage and %4 to ™% gr. 
of phenobarbital one-half hour before meals, if 


January, 1954 


Fig. 2. Nontoxic ulcerative colitis involving rec- 
tum, sigmoid and descending colon. Under medical 
treatment the patient returned to normal health, and 
the proctoscopic and roentgen findings returned to 
normal. 


third stool in any twenty-four-hour period, but we 
hesitate to give this advice because opium increases 
the tonicity of the colon and may prevent the prop- 
er discharge of purulent exudate. Iron and supple- 
mental vitamins should be given according to indi- 
vidual need. If there is an iron deficiency anemia 
and the ingestion of iron is not well tolerated, 
several blood transfusions are given. 


Sulfonamides.—We have used various sulfona- 
mides since 1936.7? One of our reports, published 
in 1946, concerned the use of succinylsulfathiazole 
(sulfasuxidine) in fifty-five patients studied for a 
period of two years.* In our experience, we have 
found that either sulfasuxidine or sulfathalidine 
proves beneficial in most of the early nontoxic cases. 
At the beginning of the program a regular course 
is established: Either preparation is given orally 
in 1- or 2-gram doses after meals and at bed-time 
daily for three weeks, stopped for one week, and 
then the course is resumed. If the patient makes 
satisfactory progress the rest intervals are length- 
ened. 
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When the patient is more comfortable, we give 
either preparation by retention enema: 2 gm. of 
powder, or four 0.5-gm. tablets, stirred in a glass- 
ful of warm water and given as a retention enema 
at bedtime in similar courses. A soft rubber ear 


seen in the early nontoxic phase, with involvement 
of only the rectum and sigmoid colon, may sud- 
denly develop an acute fulminating process, spread- 
ing to all parts of the colon. The course of the 
disease is unpredictable. If the patient still does 


Fig. 3. Acute toxic ulcerative colitis with deep ulcerations. Medical management was 
helpful initially. However, ileostomy and subtotal resection of the colon were finally per- 


formed in one stage. 


bulb syringe may be used. During the early stages 
of treatment, an opium suppository may be used 
one hour before the retention enema is given, to 
aid in retaining the enema. 
later. 


This is unnecessary 


In patients whose disease is limited to the 
rectum or to the rectum and left colon, it is log- 
ical to assume that these non-absorbable sulfona- 
mides when placed locally would have a greater 
effect than when taken orally. Most of the pa- 
tients in this group state that this proves true. 

Results of the foregoing therapy, which included 
sulfasuxidine, were reported as summarized in 
Table II. 

In recent years if the patient does not make sat- 
isfactory progress, 100,000 units of soluble penicil- 
lin have been added to each retention enema. 

From this table it would appear that the more 
extensive the disease, the less likely one should 
expect a favorable response to the treatment men- 
tioned. However, it should be emphasized that 
the extent of the disease does not necessarily denote 
its toxicity or severity. The patient who is first 
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TABLE II. RESULT OF THERAPY ACCORDING TO 
EXTENT OF DISEASE 








Not Im- 
proved 


Remis- 
sion 


Cases 





Rectum and sigmoid colon 
Rectum to splenic flexure 
Rectum to hepatic flexure 
Entire colon 

Entire colon and terminal ileum 


1 (33%) 2 (66%) 

















not make satisfactory progress, hospitalization and 
more intensive treatment are indicated. 


Nontoxic Sclerotic Form 


The patients in this group may have had the 
disease for years. They continue with their usual 
occupations, have few symptoms, and appear well 
though all the colon and terminal ileum may be 
involved. Their disease is of low-grade severity. 

The previously advised treatment is used in this 
group, except the medications are given orally in 
patients having involvement of the entire colon. 


Acute Toxic Phase 


Patients who have the acute fulminating form of 
the disease are extremely ill. They have chills, 
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fever, vomiting, rapid pulse rate, are dehydrated 
and have prostration. They may be on the bed 
pan constantly (Fig. 3). 
Gentle nursing care is of first importance. 
Ample sedation should be given parenterally to 
keep the patient as comfortable as possible. 


At the start of treatment we commonly give pen- 
icillin, 100,000 units of the crystalline form intra- 
muscularly every three hours, followed by the use 
of the longer acting form which involves only 
one or two injections per twenty-four hours. For 
some patients the use of terramycin, 500 mg. 
administered twice daily in intravenous fluids for 
several days, has produced dramatic results. For- 
merly, sodium sulfadiazine was given intrave- 
nously to these patients. 


Blood transfusions (slow drip method) may be 
life-saving. The blood should be doubly cross- 
matched, and only fresh blood should be used, 
as these patients tend to develop transfusion re- 
actions. Blood transfusions may have a non- 
specific beneficial .effect even in the absence of 
anemia. 

Parenteral fluid therapy to re-establish and 
maintain electrolyte balance and a urinary output 
of 1000 to 1500 cc. daily, is imperative. Emphasis 
on the sodium and potassium ions is important. 

Vitamin K can be given in the intravenous 
fluids at the start of treatment, according to the 
prothrombin time of the blood. It may not be 
properly synthesized in or absorbed by the intes- 
tines of these patients. Later, it can be given 
hypodermically or by mouth. 


Oxygen may be indicated in the severely ill 
patient, because the intestinal mucosa is anoxic. 


Constant gastric suction may be indicated, with 
complete rest of the digestive tract. Amino acids 
may be added to the intravenous fluids. As soon 
as the patient can tolerate feeding by mouth, 
adequate amounts of proteins and carbohydrates 
should be given, so that the diet will include at 
least 3000 calories daily, of which 150 calories 
should be protein. 


Attention to the use of essential vitamins, par- 
ticularly A, B, B complex, and C is important. 
The intramuscular use of crude liver extract and 
B complex is helpful. 

Testosterone is sometimes helpful in restoring 
a positive nitrogen balance. Twenty-five mg. of 
testosterone propionate may be given intramus- 
ularly every other day for as long as three weeks 
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without producing masculinizing effects even in 
women. 


Antibiotics—When the patient is able to take 
oral medication, terramycin in doses of 250 to 500 
mg. four times daily may be prescribed. While 
on this therapy many patients have had a remis- 
sion of symptoms. However, some patients do 
not tolerate terramycin, aureomycin, or chlor- 
amphenicol (chloromycetin). A persistent en- 
teritis may develop. Close supervision is neces- 
sary at all times. 


Sulfonamides.—If the patient does not make a 
favorable response to antibiotics, we return to 
the use of sulfonamides. Formerly, in toxic pa- 
tients we used sulfadiazine, but in recent years we 
have used 1 gm. of Azulfidine (formerly Azopy- 
rine) four times daily with more favorable results, 
particularly when the disease is complicated by 
arthritis. 


Corticotropin (ACTH).— To date, we believe 
the most important experience with ACTH was 
published by Kirsner and Palmer in the Oct. 6, 
1951, issue of The Journal of the Amerncan Med- 
ical Association.© Observations were made of 
forty patients, and their conclusions were as fol- 
lows: 


(1) Corticotropin (ACTH) does not cure ul- 
cerative colitis, but frequently induces a 
striking remission of the disease. 

(2) Similar clinical improvement may occur 
without corticotropin, but usually is less 
rapid. 

(3) Relapses are frequent, but thus far they 
seem less severe. 

(4) The mechanism of the induced remissions 
is not yet known. 


Our experiences with ACTH therapy coincide 
with those of the authors mentioned. The use 
of ACTH may reduce high fever and pulse rate 
to normal, but the frequency of stools and ap- 
pearance of the rectal mucosa by proctoscopic 
examination may remain unchanged. It should 
be mentioned that perforation may occur during 
the use of ACTH therapy without adversely af- 
fecting the temperature or pulse rate. ACTH 
does not have a specific action in ulcerative colitis, 
and it sometimes masks a perforation. However, 
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when the patient has an acute fulminating dis- 
ease, it may produce a striking remission of symp- 
toms, and the proctoscopic findings may return 
to normal. 

The intravenous administration of ACTH has 
proved superior to the intramuscular administra- 
tion: 10 or 20 mg. given intravenously in 1000 
cc. of 5 per cent glucose during a period of six 
or eight hours usually produces a better result 
than the intramuscular use of 120 mg. adminis- 
tered intermittently for twenty-four hours. It is 
well known that the ingestion of salt should be 
restricted and the oral use of potassium may be 
indicated during ACTH therapy. When the pa- 
tient is discharged from the hospital, the slower 
acting forms of ACTH may be prescribed, such as 
an intramuscular injection every second or third 
day over a period of several months with favor- 
able results. 

We commonly use one of the sulfonamides, sul- 
fathalidine or Azulfidine, with the ACTH ther- 
apy, but not continuously. 

Our experience with cortisone therapy at this 
time is too limited to report. 


Any patient with this disease who does not 
make a satisfactory response to comprehensive 
medical therapy should have the colon removed. 
This disease should not cause a patient to become 
a slave to the toilet or bed-pan, nor should he 
have persistent anemia or become an economic or 
social liability. 

The possible presence of cancer is an absolute 
indication for surgery. The incidence of cancer 
of the colon is definitely higher in persons with 
chronic ulcerative colitis than in the general pop- 
ulation; estimates vary from 1.5 to 10 per cent. 


TABLE III. INDICATIONS FOR SURGERY 








1. Acute toxic cases not responding to treatment 
2. Chronic forms 
(a) Slave to bed-pan 
(b) Persistent chronic anemia 
(c) Inability to work 
3. Possibility of carcinoma 
. Local complications 
Rectal and colonic strictures 
Fistulae 
. Systemic complications 
Arthritis, pyoderma, erythema nodosum, iritis 
. Repeated severe hemorrhages 
. Perforation 





Usually it occurs in patients who have had ulcer- 
ative colitis for many years. It tends to occur at 
an earlier age than usual and is highly invasive. 
Even though the patient has a remission for years, 
roentgen examinations of the colon should be 
made at least once a year. 

The other indications for surgery listed in Table 
III need no further comment. 
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A HEALTHY TOWN IS BORN 


White Pine, the new $40,000,000 mining and 
smelting project deep in Michigan’s Upper Pen- 
insula, has been called “Boomtown, 1953” but it 
shows what planning can be done, healthwise, in 
a new community. It’s a far cry from the “old 
days” when a few shacks were thrown up near a 
mine shaft and given a name. 

The town, which is being laid out, built and 
put into operation completely from scratch by 
November, 1954, is expected to become the per- 
manent home of some 2,000 people, plus an ex- 
pected 50 to 60 new babies each year. This means, 
among many other things, providing modern 
health and medical services. 
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With the advice and help of the AMA Council 
on Industrial Health and the American Hospital 
Association, these health facilities were given high 
priority. All medical services are housed in a 20- 
bed general hospital, which includes a maternity 
section, pharmacy and facilities for minor surgery. 


Staff will include a medical director, a dentist, 
nurses, and, if required, a public health M.D. 
The medical director will serve as company doctor, 
handling pre-employment examinations and rou- 
tine x-rays, but otherwise his relations with the 
townspeople will be those of a private physician. 
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Cystosarcoma of Breast 
(Phyllodes) 


By Simon S. Farbman, M.D. 
Detroit, Michigan 





















YSTOSARCOMA of the breast (phyllodes) 

has been adequately reviewed in the literature 
since it was first described by Meuller in 1838. 
Notwithstanding the fact that this disorder is 
now a well-recognized entity, it is sufficiently rare 
that individual cases are worthy of publication. 













Cystosarcoma has been classified under many 
other names such as giant intracanalicular myxo- 
ma, adenofibrosarcoma, intracanalicular adenoma 
fibromyxoma, tumor of Meuller, sarcoma-prolifer- 
um and polyposumintracanalicular. 







The literature revealed 229 cases to date, which 
gives some indication of its rarity. This tumor is 
considered relatively benign except in rare cases 
where it may culminate in an inoperable malig- 
nancy. 








Cystosarcoma phyllodes of the breast may be 
found in both sexes, but it is more frequent in 
women. The origin of this tumor is still contro- 
Most investigators believe that cysto- 
sarcoma of the breast originates from a pre-exist- 
ing small fibro adenoma, probably the intracanalic- 
This is 
followed without definite cause by sudden and 
rapid growth.® 






versial. 








ular variety, which exists innocuously. 







Pregnancy and menstruation may 






exert the stimulus for accelerated growth. How- 






ever, in many of the cases reviewed, no history 





of previous fibro adenoma existed. It is also be- 
lieved by some that hormonal imbalance is the 






underlying cause of its sudden onset. 





It is usually observed between the ages of thirty 





to sixty years, the greater percentage occurring at 
about forty years. 
about 11 per cent. 





A history of trauma exists in 





The tumor grows to an enor- 
mous size, the average weight being 7.6 pounds. 






The tumor is usually bulky, freely movable, defi- 
nitely encapsulated and contains regions of 
fluctuations and resistance. The tumor is well 
encapsulated and is not adherent to the skin. 
The color 
of the skin surrounding the mass varies from nor- 
mal to various shades of red to blue. The skin is 









There is no retraction of the nipple. 
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elevated by the many lobules. The patient remains 
in good health generally. 
adenopathy. 


There is no axillary 


Grossly, on cut sections, the tumor is found to 
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Fig. 1. Microphotograph showing the benign structural 
appearance of the cystosarcoma (phyllodes) and intra- 


cystic crypts. Spindle cells of the stroma, run parallel to 
ductal clefts. 


consist of huge, well-encapsulated, intracystic, 
polypoid masses with cleft formation which con- 
tain hemorrhagic areas. The intracystic spaces are 
interchangeable and intercommunicating with 
other systic spaces. 


Histologically, the structure of a previous inter- 
ductal fibroadenoma is usually recognized. Es- 
sentially it is a hyperplasia of the connective tis- 
sue stroma with little change in epithelial elements. 
The degree of change in connective tissue is char- 
acterized by mitosis and atypical cells which deter- 
mines the malignancy. 


At the present time there is no reliable way to 
predict the course of the neoplasm. Notwithstand- 
ing this fact, wide excision including the pectoral 
fascia is deemed sufficient treatment for the ma- 
jority of cases. Following thorough excision, 6.6 
per cent recur making the prognosis rather favor- 
able. Roentgen rays have proven to be of little or 
no value in the treatment of cystosarcoma of the 
breast. 


Case Report 


Case 1.—Mrs. L. E., a widow, aged forty-five, 
first reported on November 24, 1952, with a history 
of a “funny feeling” in the left breast noticed first on 
November 20, 1952, while taking a shower. She noted 
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also that this tumorous mass grew rapidly and progres- 
sively. The patient also stated that during her men- 
struation she was cognizant of even more rapid growth. 
There was definitely no history of trauma. The last 
normal menstrual period started on November 21 and 
ended on November 24. No abnormalities of period were 
noted. There were no other associated symptoms. 

Her general condition was excellent with no apparent 
loss of weight. The entire physical examination was 
essentially negative, including the routine laboratory 
work-up. Examination of left breast revealed the nip- 
ple to be intact, and there was no discharge. There 
was no retraction of the nipple. A tumorous mass was 
found, occupying the greater part of the left breast. The 
mass was irregular, lobulated, firm, freely moveable and 
not tender. There was no infiltration in the skin and no 
ulceration. The regional axillary lymph nodes were not 
palpable. The provisional diagnosis was cystic mastitis. 
Surgery was recommended. 

On November 28, 1952, under sodium pentothal anes- 
thetic a 61l-cm. radial incision was made from the 
periphery of the areola. The tumor mass was easily ex- 
posed and by blunt dissection was readily isolated and 
removed. The localized and circumscribed character of 
the tumor and the absence of signs of.extension indicated 
a favorable prognosis. The mass was bulky, freely move- 
able and well encapsulated and contained some regions 
of fluctuation and resistance. 

Because it appeared apparently benign, the incision 
was closed. However, on November 30, 1952, the 
pathologist (Dr. G. Stobbe) reported the following: 


Gross: “The encapsulated firm tumor measures 6 x 
5% x5 cm. in size. The external surface is covered by 
pieces of fat. The cut surface of the tumor is firm, 
bulging and light gray. A few foci of softening are pres- 
ent throughout the tumor.” 

Microscopic: “Sections show a circumscribed cellular 
tumor of connective tissue in the mammary gland. This 
tumor is composed of spindle cells arranged in a haphaz- 
ard manner. Mitotic figures are present throughout, and 
there are foci of necrosis throughout the tumor. The 
tumor is moderately vascular. The spindle cells com- 
press the ducts of the mammary gland. The epithelium 
lining of the ducts exhibit slight hyperplasia, but there 
is no atypism of the epithelium component. This is a 
malignant fibrous connective tissue tumor.” 


Diagnosis: “Cystosarcoma phyllodes of mammary 
gland” (fibrosarcoma). 

The microscopic slides were then sent to the Pathology 
Laboratory at the University of Michigan for further veri- 
fication. 

Report submitted by Dr. C. Weller on December 11, 
1952, reported that: 

“This is a spindle cell sarcoma which has arisen in an 
intracanalicular adenofibroma.” He believed this neo- 
plasm to be of local malignancy only. 

On December 26, 1952, patient was advised of our 
findings and that simple mastectomy was recommended. 
Because of a severe asthmatic attack, arrangements were 
deferred to February 2, 1953. 

Physical examination at this time was essentially neg- 
ative except that at the site of the recent car on the 
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left breast which healed well, a mass was found which 
resembled the original tumor. Again it was freely mov- 
able, not tender, irregular, and lobular. There were no 
palpable axillary lymphadenopathies. 

A simple amputation of the breast, including the fascia 
over the pectoral muscles, was performed on February 
2, 1953. 

Pathologic report by Drs. Clarence Owen and G. Dorr 
Stobbe, of Grace Hospital, was submitted on February 
3, 1953, as follows: 

Gross: “The mammary gland measures 16x13x5 
cm. The anterior surface contains an elliptical shaped 
piece of skin measuring 14x11 cm. in width. There is 
an old linear scar measuring 6 cm. in length which ex- 
tends laterally from the periphery of the areola. The 
areola is normal. The nipple is slightly flattened. The 
mammary gland contains a nodular circumscribed tumor 
measuring 6 x 5% x 4 cm. in size. The cut surface of the 
tumor for the most part is white, bulging, smooth, moist 
and partly resilient. Part of the tumor is pink. The 
tumor does not involve the skin.” 

Microscopic: “Sections of the mammary gland show 
that there is a tumor present which is composed of spin- 
dle cells arranged in a haphazard manner. Mitotic figures 
and foci of necrosis is present throughout the tumor. The 
tumor invades and compresses adjacent mammary gland 
tissue.” 

Diagnosis: “Malignant cystosarcoma phyllodes of 
mammary gland.” 

On April 10, 1953, the patient again presented herself 
with a recurrence of the mass along the inferior border 
of the scar of previous surgery. This time there were 
two individual definite masses. They were firm, freely 
movable and not tender. No change in her general 
health was found. 

X-rays of the chest failed to reveal any metastasis. 

On April 13, under sodium pentothol, the old incision 
was removed and the underlying fatty tissue including 
the growths were excised. At this time the encapsula- 
tion characterizing the previous surgery was absent. The 
tissue fell apart and more or less had to be scooped out. 

The pathologic report again revealed “residual re- 
current or metastatic cystosarcoma phyllodes.” 


Summary 
1. A brief review of the subject—cystosarcoma 
phyllodes is made. 
2. Tumor might easily be mistaken for inoper- 


able malignancy. Its huge size and no lymph 
glands or surrounding tissue invasion proves its 
relative benignity. 

3. Incidence of recurrence is much greater than 
previously believed. 

4. Case report. 
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Pheochromocytoma with 
Hypertension in Childhood 


With a Case Report 


By R. L. Schaefer, M.D., R. L. Schaefer, Jr., M.D., 
and James Christopher, M.D. 


Detroit, Michigan 


y THE PAST few years much interest has been 
aroused and definitive knowledge has been 
gained regarding pheochrome tumors with sustained 
and paroxysmal types of hypertension. As recent 
as 1947 Cecil’s Text of Medicine, the chapter en- 
titled “Diseases of the Adrenal Gland,” authored 
by Thorn,® makes the statement that no known 
cases of pheochrome tumor with hypertension had 
ever been reported in infants or young children. 
Cahill,* one of the outstanding clinical investigators 
in this field, however, in 1948, reported three: 
a girl aged twelve, a girl aged ten, and a boy 
aged eleven; and since that time several other 
reports have appeared in the literature.*»**'7¢ 


Case Report 


Case 1.—J. R., a ten-year-old white boy was admitted 
to the hospital November 24, 1934, complaining of head- 
ache, vomiting, and dyspnea. 

His present illness began six weeks prior to admis- 
sion with generalized headaches associated with vomiting. 
Headaches were frequently located in the frontal areas 
but occasionally they were most severe over the occiput. 
During the first four weeks the headaches occurred peri- 
odically, but during the next two weeks they were 
constant, varying only in intensity. The patient experi- 
enced moderate dyspnea on exertion for the last four 
weeks. 

Past history revealed that the only specific disease 
known was mumps. He had been subject to frequent 
upper respiratory infections. The mother stated that the 
patient was never robust and had been sickly most of 
his life. 

Family history was not contributory. 

Physical examination revealed a frail, white, male child 
of approximately ten years of age. Constitutional build 
was that of the asthenic type. Head was large with 
prominent frontal bossae and deepened orbital fossae. 
Eyes were prominent. Pupils were round, regular and 
equal. They reacted to light and accommodation. 
Fundoscopic examination showed bilateral papilledema 
more marked on the right with numerous hemorrhages 
and marked arteriolarspasm bilaterally. Ear drums were 
intact and canals were clear. Mucous membrances of the 
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mouth were normal. Pharynx was normal. Chest wa: 
thin-walled. Percussion note was resonant throughout. 
No perceptible dyspnea was present on examination. 
Bilateral basilar, crepitant rales were noted posteriorly. 


SUN LW. 






























Fig. 1. Vascular engorgement of the kidney. 


On percussion the heart appeared slightly.enlarged both 
to the right and to the left. No murmurs were detected. 
Apical rate was 150 per minute and regular. Blood 
pressure was 280/210 in both arms. Abdomen was sym- 
metrical. Liver, kidneys, spleen or other masses were 
not palpable. Extremities were normal. 
diminished but equal. 
ished but equal. 


Reflexes were 
Muscular strength was dimin- 


Laboratory Studies——X-ray of the skull including the 
sella turcica was normal. X-ray of the chest was inter- 
preted as a normal chest with no evidence of cardiac 
enlargement. Urinalysis revealed a trace of albumin, 
and on microscopic examination an occasional white blood 
cell and one hyaline cast were present; sugar was neg- 
ative. Blood Count: red blood cells, 4,340,000; hemo- 
globin, 78 per cent; white blood cells, 14,800; differen- 
tial: polymorphonuclears, 71; nonsegmented forms, 4; 
eosinophiles, 1; lymphocytes, 24. Blood nonprotein nitro- 
gen: 32.0 mg. per 100 cc. blood. Blood Sugar: 100 
mg. per 100 cc. blood. Spinal fluid: clear; normal 
pressure and dynamics; cell count, 4 lymphocytes; sugar, 
90 mg. per cent; globulin, 1 plus; culture, negative. 


Course.—The severe headache continued to be the sole 
symptom. Blood pressure ranged from 240 to 300 sys- 
tolic and 150 to 170 diastolic. Temperature was normal 
throughout the hospital stay. Moderate sinus tachy- 


cardia was constant. The patient expired suddenly on 
December 1, 1934. 


Autopsy.—The positive findings were: 
ate cardiac enlargement. 


(1) moder- 
(2) Coronary arteries’ were 


markedly ‘thickened with involvement of all coats; es- 
pecially the intima. 


(3) The Jungs showed moderate 
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passive congestion. (4) The kidneys showed marked vas- 
cular engorgement. (5) The right adrenal gland meas- 
ured 7 by 4 by 2 cm. (Fig. 1). It contained three oval 
nodular masses, two of which measured 3 by 3 by 2 cm., 
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Fig. 2. Section of the adrenal masses. 


and the other, 2 by 2 by 1 cm. The left adrenal gland 
measured 5 by 4.5 by 3 cm. It contained two nodules, 
the larger measuring 3 by 2 by % cm., the other, 
Y by Y2 by 1 cm. These masses were sharply encap- 
sulated, yellowish in color, with radial striations, and of 
paler translucent central portion. 


Microscopic_—Tumors are composed of rather large 
polygonal cells with granular acidophilic cytoplasm and 
small hyperchromatic nuclei. All cells are separated 
by a delicate connective tissue frame work (Fig. 2). 


Discussion 


Hypertensive disease per se, whether proxysmal 
or persistent, is unquestionably rare in childhood. 
However, we now believe that should it occur, the 
same diagnostic procedures pertaining to adult 
hypertension should be applied. Functioning 
pheochrome tumors are usually confined to the 
adrenal medulla althought they can occur in any 
portion of a chromaffin apparatus. As Cahill* 
notes, children seem to have a multiplicity of 
tumors compared with the adult. 

Symptomatology of this type of tumor when 
functioning is due to the secretion of, an excess 
amount of epinephrine and/or norepinephrine. 
When the secretion is persistent it gives a similar 
clinical picture as that of essential hyperten- 
sion.***1° When the secretion is paroxysmal it 
gives rise to the originally described syndrome of 
paroxysmal hypertension. The paroxysmal varia- 
tion of hypertension may be set off by several trig- 
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ger mechanisms including emotional upset, fear, 
trauma, and massage of the tumor mass. 

Diagnosis is suggested by history and physical 
findings of persistently or paroxysmally elevated 
blood pressure with or without associated symptoms 
and signs due to increase in circulating epinephrine. 
These additional signs and symptoms include head- 
ache, hyperhidrosis, palpitation, angina, dyspnea, 
nervousness, anxiety, fever, tachycardia, retinal 
angiospasms, elevated basal metabolic rate, gly- 
cosuria, and hyperglycemia.”:?? 


Specific diagnostic tests have in recent years been 
devised. These include (1) demonstration in the 
blood of an excess amount of epinephrine;* (2) 
the utlization of an epinephrine antagonist, Ben- 
zodioxane,’® Dibenamine,”’ or Regitine.”. This type 
of test is indicated when blood pressure is definite- 
ly elevated. Diagnostic response to these agents 
is a significant drop in blood pressure, but we must 
be aware that false positive reactions occur, such 
as with azotemia and sedation. (3) The utiliza- 
tion of provocative and potentiating drugs, such 
as Histamine,?° Mecholyl,*?? and Tetraethylam- 
monium Bromide,’ is indicated during normal ten- 
sive periods or when the hypertension is minimal. 
Diagnostic response here is a definite rise in blood 
pressure usually above that obtained with the cold 
pressor test. (4) The demonstration of the tumor 
by intravenous or retrograde pyelography or by 
perirenal or presacral air insufflation. 


Surgical removal of the tumor is the only treat- 
ment. The utilization of all the precautions that 
are so vital in adrenal surgery is indicated, includ- 
ing the adrenolytic agents, preoperatively and prior 
to the removal of the tumor, and then the use of 
epinephrine or nonepinephrine plus the adrenal 
cortical hormone during surgery and the post- 
operative period.**** 


Summary 


1. A case of pheochromocytoma with hyperten- 
sion in childhood is presented with bilateral adrenal 
involvement. 


2. A review of the recent literature reveals that 
active pheochrome tumors are not such a rarity in 
childhood as previously supposed. 


3. Indicated diagnostic procedures outlined 
should be utilized if hypertension occurs in infancy 
or childhood. 


(Continued on Page 78) 
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Blood Coagulation Mechanisms in Functional 
Thromboplastin Deficiencies 


SHIRLEY A. JOHNSON and WALTER H. SEEGERS 
Wayne University College of Medicine 


An assay procedure has been devised for study- 
ing the activity of materials of plasma and serum 
which function together with platelet-AcG and cal- 
cium. Plasma or serum is added to purified pro- 
thrombin and calcium and platelet-AcG and the 
thrombin formation follows in a two-stage pro- 
cedure. 


Using this procedure, it has been found that 


serum shows less activity than plasma, and this 
has been referred to as the plasma-serum differ- 


ence. In hemophilia this difference does not show. 


up, while in plasma thromboplastin compound 
(PTC) deficiency the plasma-serum difference is 
always found. The activity of hemophilic plasma 
and serum, is equivalent to that for normal serum, 
and less, therefore, than that for normal plasma. 
In refractory hemophilia the activity of the plasma 
or serum is equivalent to that for classical hemo- 
philia, but more normal plasma is required to re- 
store this activity to normal than is the case with 
classical hemophilia. 


Ether extraction of refractory hemophilic 
plasma and serum, hemophilic plasma and serum, 
PTC plasma and serum makes them equivalent in 
activator capacity to normal plasma in the assay 
procedure described. It is suggested that ether 
removes an inhibitor and thus enables the activi- 
ties which take place in conjunction with platelet- 
AcG to be restored to their full potential. 


Afferent Projections to the Cortex and 
Cerebellum of the Monkey. 


E. D, GarpNER and F. A. Morin 
Department of Anatomy, Wayne University 
College of Medicine 


The spinal pathways, cerebral cortex and cere- 
bellum have been studied in cat, monkey and man 
by electrophysiological, neuroanatomical and clin- 


January, 1954 





Detroit Physiological Society 


Meeting of October 15, 1953 


ical methods. The experimental work has been 
carried out in animals anesthetized with sodium 
pentobarbital or with pentothal, ether and curare. 
Cutaneous, muscular and articular nerves were 
stimulated electrically and the physiological 
stimuli of touch, pressure and movement were also 
used. In animals with intact spinal cords, poten- 
tials resulting from these stimuli were recorded 
from ipsilateral as well as contralateral sensory 
and motor cortex and from the anterior lobe and 
paramedian lobules or tonsils of the cerebellum. 


Acute section of the dorsal funiculi at the 2nd 
cervical segment did not abolish any of the evoked 
potentials. These persisted even after extension 
of the incision so as to include the ventral and 
lateral funiculi of one side. In many experiments, 
potentials of reduced amplitude were still recorded 
from both cerebral cortex and cerebellum when 
but one ventral quadrant of the cord was left 
intact. Potentials from ipsilateral cortex were 
most liable to be diminished or abolished by cord 
incisions. 

The results indicate that there are bilateral 
pathways in the ventrolateral region of the spinal 
cord by which impulses of different functional 
significance can reach the cerebral cortex and 
cerebellum. These pathways include not only the 
classically known but others which relay in the 
medulla oblongata, presumably in the reticular 
formation. The results obtained with the above 
techniques indicate that spinal tracts as anatomical 
units lack functional specificity. 


Diagrams are presented which tentatively indi- 
cate the simplest possible arrangements of the 
ventrolateral sensory paths. 


Convulsive Cortical Activity from Stimulation 
of the Hippocampus. 


F. A. Morin 
Department of Anatomy, Wayne University 
College of Medicine 


Recent experimental work in man and lower 
animals indicates that a number of subcortical 
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regions are involved in convulsive disorders. The 
present work has studied the relationship of the 
hippocampal region to convulsive episodes in 
guinea pigs and cats. It was found that weak 
“epetitive electrical stimulation of the fimbria and 
hippocampal commissure resulted in strong long- 
lasting cortical and cerebellar after discharges. 
These after discharges could still be recorded in 
the absence of the cellular layers of the neocortex 
and cerebellum. 


The projections of the anterior thalamic nuclei 
to the limbic cortex, short or long intercortical 
connections, and the corpus callosum are not in- 
strumental in the transmission of these effects 
either for the cerebral or cerebellar cortex. 


The functional relationship of the hippocampal 
formation with the olfactory system has been 
questioned recently on anatomical grounds and 
the hypothesis has been submitted that.this part 
of the brain plays some role in emotional be- 
havior. There is clinical evidence that some parts 
of the hippocampal structure might be the site 
of origin of epileptic discharges. Our findings as 
a whole surely indicate that the hippocampal for- 
mation can change the normal pattern of the 
electrical activity of the cortex. This change con- 
sists mainly in high synchronization of cortical 
activity, often with the appearance of the grand 
mal pattern, and points to a strong tonic influence 
on cortical activity which is more evident and 
dramatic than similar actions shown by other 
subcortical structures. These results offer some 
experimental basis for the assumption that the 
hippocampal formation might be involved in some 
forms of epilepsy but do not contribute to the 
knowledge of functions of this structure under 
normal conditions which still remain very obscure. 





FARM STATISTICS 


In the last twenty-two years, the number of Americans 
working on farms has declined by 4.1 million, or a drop 
of 31 per cent. Land planted to farm crops has decreased 
2 million acres, or five-tenths of one per cent; yet pro- 
duction of farm crops and livestock for human use has 
increased 38 per cent in the same time. Farm experts 
predict that by 1975 there will be 700,000 (or 8 per 
cent) less farmers and farm workers, 23 million (or 6 
per cent) more acres of farm land, and an increased 
food production of 28 per cent.—CLARENCE J. Brown, 
Member of Congress, Ohio, Letter December 29, 1953. 
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PHEOCHROMOCYTOMA 
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The Bricker Amendment 


As you may have read in the news, Senator John Bricker 
of Ohio has proposed an amendment to the Constitution of 
the United States (S.J.Res. 1) to prevent any treaty or execu- 
tive agreement with a foreign power or an international 
organization, such as the United Nations, becoming the law 
of the land without the full knowledge of and debate by 
both Houses of Congress. It will be well for us, as doctors 
of medicine, to know and to follow this proposed legislation, 
as there is a possibility that medical care can be socialized 
if certain international agreements, being pushed by the 
International Labor Organization (the ILO), are ratified 
by our government. 


Under our Constitution at present, any treaty made by 
the executive branch of the government with a favorable 
two-thirds vote of the Senate has the full force of law 
throughout our country. No other nation in the world has 
such a setup. What Senator Bricker objects to is the possi- 
bility that the United States might enter into agreements 
or treaties that would allow a supra-national one-world 
government to interfere with our domestic as well as our 
international affairs. A recent ratification of the NATO 
Status of Forces Treaty has surrendered to local courts of 
NATO countries and Japan jurisdiction over non-military 
offenses by the personnel of our armed forces, their civilian 
employes and dependents. They no longer have the legal 
protection such as is guaranteed by our Constitution and 
Bill of Rights while on duty in the NATO countries and 
Japan. This is not true of the President of the United States 
and the diplomatic corps visiting those countries. They have 
the right of trial in our own courts. There is still an obliga- 
tion for our government to protect their fundamental Ameri- 
can rights. Why the two classes of citizens? 


It is argued by opponents of the proposed amendment that 
it will handicap the President and the State Department in 
our country’s relations and dealings with foreign governments. 
Perhaps it will. But let us be careful that we do not allow 
a small group of our lawmakers to surrender our Constitu- 
tional rights to any international organization. It has always 
been the policy of our country to stand by its word, and we 
all hope that policy will continue. 
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Editorial 


THE NEW YEAR 


 paapeieagt hundred fifty-four is here. Con- 

gress is in session, and there are some items 
of national legislation in which we are all inter- 
ested. We refer to the whole people. The medical 
profession is vitally interested in some social legis- 
lation which has been or will be introduced in the 
Congress. 

Of prime importance is the Social Security prob- 
lem. The laws now on the books are promising 
19 billions of dollars of old age insurance to the 
great mass of employed persons. Efforts are being 
made to increase that list by about 10 million work- 
ers, including those engaged in the self-employed 
professions—medicine, law, dentistry, architecture. 
Everyone knows the present set-up, or thinks he 
does. Practically every worker who is covered, and 
who is paying Social Security taxes, thinks his ben- 
efit in old age or at retirement is secure. Nation’s 
Business for December, 1953, exposed that canard. 
The employed person is entitled to his “insurance,” 
except for the fact that Congress, by legislation, can 
change the law, using that money for some other 
social purpose. There is no “guarantee” that the 
money will be used for a benefit to the contrib- 
utor in his old age. We “hope” it will be so used. 
There is no insurance policy. 

We have been told all these years that this is 
an insurance. If so, why penalize the person who 
has earned benefits if he needs additional money 
for living? If the worker earns more than $75.00 
a month, his benefit is completely cut off, until he is 
seventy-five years of age. 

We, as doctors, know that older people must have 
some occupation—they cannot simply stop. Work 
is good for their health and mental adjustment. 
That being true, why deny them the most obvious 
remedy? Every doctor is interested on account of 
his patients and their own good. He is also inter- 
ested as a matter of fundamental justice—he may 
be interested personally if the many “higher-ups,” 
including the President, have their way. President 
Eisenhower has suggested extension of Social Se- 
curity to cover medicine in the ten million he wants 
taken into the system. For the benefit of all, let 
us ask our Senators and Representatives to make 
these modifications. 
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For many years, we have advocated that legisla- 
tion be passed making professional men at least 
the equal of men in industry. Industry can furnish 
old age or retirement annuities for its executive 
people, charging that cost to business expense. 
Bills have been in Congress allowing professional 
men, self-employed persons, to set aside a specified 
percentage of their income to invest in listed and 
controlled annuity-producing securities, the cost 
to be income-tax-free until the owner becomes a 
beneficiary. The Reid-Keough bills are intended 
to accomplish this purpose, and should have our 
support when contacting our Congressmen. 

The Council of the Michigan State Medical So- 
ciety and the House of Delegates of the American 
Medical Association have placed the medical pro- 
fession on record as favoring the principle of the 
Senator Bricker amendment to the Constitution, 
eliminating the present provision that a treaty or 
executive agreement may supersede the provisions 
of the Constitution and the enacted laws of Con- 
gress or of the states. (Read the second paragraph 
of Article VI of the Constitution. 

Another item to think about. Many are propos- 
ing some corrective legislation. Every doctor who 
has saved and bought a share of corporate stock 
is the victim of double taxation. General Motors 
in its report to the stockholders as of September 30, 
1953, reported paying the government about $5.71 
per share in income and excess profits before it 
was able to pay the stockholder, the owner of the 
Corporation, $1.00 per share. The stockholder’s 
dividend is again taxed on the same earnings, an 
estimated average of 50 per cent. This is double 
taxation. 

Such are some of the items before the national 
Congress in which we are interested and on which 
the Congressmen would like our opinion, if they 
are to represent us. 


MEDICAL EDUCATION 


oe years ago, we reported a program being 
started in several states, but especially Missis- 
sippi, to educate young doctors for rural practice. 

We have a Foundation in Michigan established 
primarily by doctors to promote Medical education 
with a provision that a loan can be made if the 
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applicant will agree to practice a definite length 
of time in an approved rural locality. 

Mississippi has shown the way in a very impres- 
sive manner. Look magazine for November 17, 
1953, has the report. About eight years ago, legis- 
lators and medical administrators together drafted 
a law, and passed it without dissent, which would 
raise a tax of approximately a quarter million and 
would loan up to $5,000 for an eligible young per- 
son to help provide four years of medical school- 
ing. This program has been in operation and there 
are now approximately 250 young doctors practic- 
ing in rural Mississippi. 

The student agrees to practice two years in a 
community or repay the loan: If he stays five 
years, the loan is cancelled. Less than $25,000 
has been repaid out of a million and a half loaned. 
The State of Mississippi and the medical profes- 
sion of Mississippi are very well satisfied, and they 
would prefer that no loans be repaid, as the objec- 
tive is to secure country doctors. 


There is a waiting list of about sixty applicants 
for this loan over and above the available money. 

Several other states are doing a creditable job in 
supplying country doctors. The Wisconsin State 
Medical Society has a loan fund. In Illinois, loans 
must be repaid into a revolving fund to finance 
more students. About twelve states have loan or 
scholarship programs. 


CONSERVING THE SERVICE PLANS 


j Stan voluntary non-profit health plans are hav- 

ing growing pains. In Michigan, we have 
found certain usages develop which are causing 
an unnecessary financial loss. Last month, we 
published a statement signed by the chairman of 
an important committee appointed by The Coun- 
cil of the Michigan State Medical Society, report- 
ing some vital facts developed by a study of about 
12,000 consecutive hospital admissions. 

Other states have uncovered similar trends. 
About two years ago, the California Physicians 
Service found some abuse and excess demand in 
its plan. The California Medical Association made 
a thorough study, called together many of its 
advisers, and at the state meeting developed cor- 
rective measures. 


New Jersey had a similar experience, and much 
of the program of their annual session in May, 
1953, was devoted to the problems of the medical- 
surgical plan. Adjustment and re-evaluation of 
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services provided were necessary. Similar experi- 
ences are being reported generally. 

The Michigan Study showed a considerable bur- 
den thrown on the plans by hospitalization for 
diagnosis. Our own JourRNAL has commented 
before on the subject of faulty utilization. Read 
the editorials, “Solvent!!” (page 630, June, 1951) 
and “Sabotage” (page 302, March, 1951). In 
September, 1952 (page 1222) appeared “Hospital 
Over-usage and Expense,” all anticipating the 
present state of concern for the well-being of our 
voluntary non-profit service organizations by 
which we have greatly benefited our patients and 
stayed the progress of socialized medicine. 

We shall continue to call the attention of the 
membership to these abuses, trusting that their 
uncovering will put a stop to the undermining of 
our voluntary non-profit program. 

If each patient stayed one extra day in the hos- 
pital, the cost would be 10 million dollars. Every 
individual doctor has a responsibility—he, rather 
than the other fellow, must be active in preserving 
our own service plan. 


MEDICAL PUBLIC RELATIONS 


QO NE of the greatest needs of the leaders of the 
medical profession for the past several years 
has been good public relations between our mem- 
bers and our public. Much has been written, a 
tremendous amount of money has been spent, and 
still we hear criticism. 

Our great organizations, Blue Cross and Blue 
Shield, were developed and sponsored for the pur- 
pose of making medical and hospital services avail- 
able to our patients. They proved also to be a 
barrier against the creeping socialism—the ever 
present threat of government taking over the prac- 
tice of medicine. 

Much of the lack of good public relations be- 
tween our members and our patients stems from 
misunderstanding, primarily, of charges for our 
work. The most common criticism we hear is that 
medical and hospital costs are “too high.” Our 
advisors have told us for years to have an exact 
understanding about charges to allay this most 
important complaint. 

Since we have been operating Michigan Med- 
ical Service, we have had an unusual opportunity 
to make some observations. Doctors in several 


(Continued on Page 93) 
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Michigan State Medical Society Past Presidents 1912-1921 


ee SO ere GUY L.KIEFER, 1.0, DETROIT REUBEN PETERSON 10, ANN ARBOR 
i913 ; 


ARTHUR M. HUME, M0, OwOSS0 
_ 


The patriotic fervor and bitter fighting of World War I, the pre-war industrial surge and the 
postwar boom times, characterized the tense era from 1912 to 1921. Many Michigan doctors dis- 
tinguished themselves in military service. They served with Base Hospital No. 17, headed by Angus 
McLean, M.D., and Base Hospital No. 36, organized by Burt R. Shurly, M.D., and with field 
hospitals and fighting units in every combat sector. One-third of the Wayne County Medical 
Society was in uniform. 

Names of MSMS presidents of this era are well known today, among them Andrew P. Biddle, 
M.D., founder of the Biddle Lecture presented at each Annual Session, and Charles H. Baker, M.D., 
father of Robert H. Baker, M.D., current President-elect. It was in 1914 that Victor C. Vaughan, 
M.D., well-remembered Dean of the University of Michigan Medical School, served as President of 
the American Medical Association, fourth and most recent Michigan man to bear that honor. 


(MSMS Presidents from 1922 to 1930 will be featured in an early number.) 
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® HEADQUARTERS—Sheraton-Cadillac Hotel: As- 


semblies, Exhibits and Press Room on Fourth Floor. 


® REGISTER—Top of stairs—Fifth Floor, Sheraton- 


Cadillac Hotel—as soon as you arrive. 


Hours: Tuesday, March 9—1:00 p.m. to 5:00 p.m. 
Wednesday, March 10—7:30 a.m. to 5:00 p.m. 
Thursday, March 11—8:30 a.m. to 5:00 p.m. 
Friday, March 12—8:30 a.m. to 3:30 p.m. 


® NO REGISTRATION FEE for Members of MSMS 


and other State Medical Associations, AMA, and 
Canadian Medical Association. 


® ADMISSION BY BADGE ONLY to all Assemblies, 


Discussion Conferences and the Exhibition. Please 
present your MSMS or other State Medical Associ- 
ation, AMA, or CMA Membership Card to expedite 
registration. 


® GUESTS—Members of any state medical association, 


AMA, or CMA members from any province of 
Canada and physicians of the Army, Navy, and U. S. 
Public Health Service are invited to attend, as guests. 
No registration fee. Please present credentials at the 
Registration Desk. 


Bona fide doctors of medicine who are associate or 
probationary members of Michigan county medical 
societies or who are serving as residents or interns, if 
vouched for by the president or secretary of the county 
medical society in whose jurisdiction they practice, 
will be registered as guests, with no registration fee. 
Please present credentials at the Registration Desk. 


MICHIGAN DOCTORS OF MEDICINE, in prac- 
tice but who are not members of MSMS, if listed in 
the American Medical Directory, may register as 
guests upon payment of $25.00. This amount will be 
credited to them toward dues in the Michigan State 
Medical Society FOR 1954 ONLY, provided they 
subsequently are voted into membership by the 
County Medical Society in whose jurisdiction they 
practice. 


DOCTOR, register Tuesday, to save your time! Reg- 
istration of physicians will be held Tuesday after- 
noon from 1:00 to 5:00 p.m.—as well as on Wednes- 
day, Thursday, Friday, during the 1954 Michigan 
Clinical Institute. The Tuesday afternoon registration 
hours are arranged so that physicians may avoid 
waiting in line Wednesday morning before the open- 
ing Assembly. 

We recommend to Detroit physicians—and those 
who arrive in Detroit on Tuesday—that they register 
Tuesday, March 9, from 1:00 to 5:00 pm., Fifth 
Floor, Sheraton-Cadillac Hotel. 


TELEPHONE SERVICE—Local and long distance 
telephone service will be available in the Sheraton- 
Cadillac Hotel, fourth floor. In case of emergency, 
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Michigan Clinical Institute 


SHERATON-CADILLAC HOTEL, DETROIT 
Wednesday-Thursday-Friday, March 10-11-12, 1954 
Wilfrid Haughey, M.D., Battle Creek, General Chairman 


Information 


physicians will be paged from the meetings by an- 
nouncement on the screen. Call the Sheraton-Cadillac 
Hotel, Detroit, Woodward 1-8000, and ask for the 
Michigan Clinical Institute extensions on the fourth 
floor. 


CHECKROOM is available in the Sheraton-Cadillac 
Hotel, fourth floor, next to Grand Ballroom. 


GUEST ESSAYISTS are very respectfully requested 
not to change time of their lecture with another 
speaker without the approval of the Committee on 
Arrangements. This request is made in order to 
avoid confusion and disappointment on the part of 
members of the audience. 


PAPERS WILL BEGIN AND END ON TIME— 
Nothing makes a scientific meeting more attractive 
than by-the-clock promptness and regularity; there- 
fore, all meetings and panels will open on time, all 
speakers will be required to begin their talks exactly 
on time and to close exactly on time, in accordance 
with the schedule in the Program. All who attend 
the Institute are respectfully requested to assist in 
attaining this end by noting the schedule carefully 
and by being in attendance accordingly, in order not 
to miss that portion of the program of greatest in- 
terest. 


TECHNICAL EXHIBITS—Seventy-four interesting 
and instructive displays—will open daily at 8:30 a.m. 
and close at 5:15 p.m., except on Friday when the 
exhibit breaks up at 3:30 p.m. Frequent intermis- 
sions to view the exhibits have been arranged daily 
before, during and after the assemblies. 


THERE IS SOMETHING of interest or education 
in the large exhibit of technical displays. 


SAVE AN ORDER FOR THE EXHIBITOR AT 
THE MICHIGAN CLINICAL INSTITUTE. 


POSTGRADUATE CREDITS are given to every 
MSMS member who attends the Michigan Clinical 
Institute. Notify H. H. Cummings, M.D., Chairman, 
MSMS Committee on Postgraduate Medical Educa- 
tion, 1313 E. Ann St., Ann Arbor, Michigan. 








THREE DISCUSSION CONFERENCES 


These quiz periods will be held Wednesday- 
Thursday-Friday, March 10-11-12, Grand Ball- 
room, Sheraton-Cadillac Hotel, 5:00 to 6:00 p.m. 
with all the guest speakers of the day invited to 
appear on the platform. 

An opportunity to ask questions concerning the 
presentations of the guest essayists, or to discuss 
one of your interesting cases with them, is thus 
provided. 
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MICHIGAN CLINICAL INSTITUTE 


® PARKING—Do not park on Detroit’s streets. In- 
side parking at a convenient distance from the Shera- 
ton-Cadillac Hotel is available at the Book Tower 
Garage, 333 State, the DAC Garage, 1754 Ran- 
dolph, and the Grand Circus Garage, 1776 Ran- 
dolph. 


INFORMATION OF PRACTICAL VALUE IN 
DAILY PRACTICE will be found at the Michigan 
Clinical Institute. All subjects on the Institute Pro- 
gram are applicable to clinical medicine. They stress 
diagnosis and treatment, usable in everyday practice. 


“UBIQUITOUS HOSTS”—The following doctors 
of medicine have placed themselves at the disposal 
of the nine out-of-Michigan guest essayists who grace 
the program of the eighth annual Michigan Clinical 
Institute in Detroit; they will demonstrate the mean- 
ing of Michigan hospitality to the eminent speakers 
from other parts of the United States: 


Z. S. Bohn, M.D., Detroit; W. B. Cooksey, M.D., 
Detroit; M. A. Darling, M.D., Detroit; Leon DeVel, 
M.D., Grand Rapids;.H. A. Howes, M.D., Detroit; 
G. T. McKean, M.D., Detroit; E. R. Sherrin, M.D., 
Detroit; G. C. Thosteson, M.D., Detroit; and E. A. 
Wishropp, M.D., Grosse Pointe. 


WILFRID HAUGHEY, M.D., Battle Creek, is Gen- 
eral Chairman of Arrangements for the 1954 Michi- 
gan Clinical Institute. 


PRESS RELATIONS COMMITTEE for the 1954 
Michigan Clinical Institute: 


C. L. Weston, M.D., Owosso, Chairman; H. F. Dib- 
ble, M.D., Detroit; A. B. Gwinn, M.D., Hastings; 
R. A. Johnson, M.D., Detroit; and E. F. Sladek, M.D., 
Traverse City. 


SCROLL TO WM. J. STAPLETON, JR., M.D., 
Detroit, chosen by the Michigan State Medical So- 
ciety House of Delegates in September as “Michi- 
gan’s Foremost Family Physician of 1953.” Dr. 
Stapleton will be honored on Wednesday, March 10, 
when the scroll emblematic of his new title will be 
presented to him just before adjournment of the 
morning assembly of the M.C.I. 


A TESTIMONIAL LUNCHEON honoring Wm. J. 
Stapleton, Jr., M.D., will be held Wednesday, March 
10, at 12:15 p.m. in the English Room of the Shera- 
ton-Cadillac Hotel. All MSMS members are invited 
to this subscription luncheon, sponsored by the Wayne 
County Medical Society. 


A TESTIMONIAL DINNER honoring John M. 
Sheldon, M.D., President of the American Academy 
of Allergy, has been arranged by the Michigan Chap- 
ter, American Academy of Allergy, for Friday, March 


12, Pan American Room, Sheraton-Cadillac Hotel, 
6:30 p.m. 


® LUNCHEON HONORING SYKES LECTURER 
Eugene P. Pendergrass, M.D., of Philadelphia, will 
be held Wednesday, March 10, at 12:15 p.m. in the 
Founders Room, Sheraton-Cadillac Hotel. All M.C.I. 
registrants are invited to this subscription luncheon 
sponsored by the Southeastern Michigan Division and 
the Michigan Division of the American Cancer So- 
ciety, by the Michigan Clinical Institute, and by the 
Michigan State Medical Society. 


® LUNCHEON HONORING H. HOUSTON MER- 
RITT, M.D., New York City, is scheduled for Friday, 
March 12, at 12:00 noon in Parlors G-H-I of the 
Sheraton-Cadillac Hotel. The Michigan Epilepsy 
Center is sponsor of this luncheon. 


® MEETING FOR RESIDENTS, INTERNS AND 


SENIOR MEDICAL STUDENTS 


Residents, interns and senior medical students of 
Michigan will be honor guests at a special meeting 
arranged during the 1954 Michigan Clinical Insti- 
tute, on Wednesday, March 10, beginning at 2:30 
p.m. This meeting in the Pan American Room, 
Sheraton-Cadillac Hotel, Detroit, will include the fol- 
lowing program: 

2:30 p.m. Registration 

3:00 p.m. Program 

4:00 p.m. Intermission to View Exhibits 

4:30 p.m. Program 

5:30 p.m. Reception 


ACKNOWLEDGMENTS: The Michigan Clinical 
Institute gratefully acknowledges the co-operation of 


1. R. S. Sykes, D.D.S., Muir, Michigan, sponsor of 
the Sykes Lecture presented by Eugene P. Pen- 
dergrass, M.D., of Philadelphia. 

. The Michigan Regional Committee on Trauma, 
American College of Surgeons, sponsor of the 
Trauma program (five speakers) on Wednesday 
afternoon, March 10. 

. The Michigan Diabetes Association, sponsor of 
John H. Warvel, Sr., M.D., of Indianapolis. 

. The Michigan Heart Association, sponsor of the 
Heart and Rheumatic Fever Program on Friday, 
March 12. 

. The Michigan Foundation for Medical and Health 
Education, Inc., sponsor of Albert B. Sabin, M.D., 
Cincinnati, the Foundation Lecturer. 

. Michigan Medical Service and the Michigan State 
Medical Society, co-sponsors of the Conference for 
Residents, Interns and Senior Medical Students. 
Smith, Kline and French Laboratories, Philadel- 
phia, for sponsorship of the color television pro- 
gram beamed to the MCI meeting room; and 
Detroit's Harper Hospital and its medical staff for 
co-operation in arranging and producing the 
3-days’ TV scientific presentations. 

. Davis & Geck, Inc., Danbury, Conn., for sponsor- 
ship of the color motion pictures shown during the 
MCI in the Normandie Room, Sheraton-Cadillac 
Hotel. 

. The Wayne County Medical Society, sponsor of the 
luncheon honoring Wm. J. Stapleton, Jr., M.D., 
Michigan’s Foremost Family Physician. 

. The Michigan Division and the Southeastern 
Michigan Division of the Michigan Cancer Society, 
and the Michigan State Medical Society, sponsors 
of the luncheon honoring Eugene P. Pendergrass, 
M.D., Philadelphia, R. S. Sykes Lecturer. 

. The Michigan Epilepsy Center, sponsor of the 
luncheon honoring Guest Speaker H. Houston 
Merritt, M.D., New York City. 

Michigan Chapter, American Academy of Allergy, 
sponsor of the testimonial dinner honoring John 
M. Sheldon, M.D., Ann Arbor. 

Michigan Medical Service, which contributed 

3,000 notepads for use of MCI registrants. 








THE “BLOCK SYSTEM” 
at the 
1954 MICHIGAN CLINICAL INSTITUTE 


Surgery —Cancer— Diabetes— Wednesday morn- 
ing, March 10 

Trauma—Wednesday afternoon, March 10 

Obstetrics - Gynecology - Pediatrics — Thursday 
morning, March 11 

Internal Medicine (Subjects with Surgical As- 
pects)—Thursday afternoon, March 11 

Heart and Rheumatic Fever —Friday morning, 
March 12 

General Medicine—Friday afternoon, March 12 








JMSMS 








AND 


ts of 
-eting 
Insti- 

2:30 
.oom, 
e fol- 


linical 
ion of 
sor of 
- Pen- 


‘auma, 
f the 
nesday 


sor of 
lis. 

of the 
‘riday, 


Health 
M.D., 


1 State 
nce for 
nts. 

iiladel- 
nm pro- 
1; and 
taff for 
ig the 


ponsor- 
ing the 
:adillac 


r of the 
M.D., 


eastern 
Society, 
ponsors 
ergrass, 


of the 


Touston 


Allergy, 
g John 


tributed 





TE 


10rMn- 


ning, 





h 12 








® MEETINGS OF SPECIAL SOCIETIES, ALUMNI 
AND AUXILIARY GROUPS 


Tuesday, March 9, 1954 


1. The Michigan Chapter, American College of Sur- 
geons will meet in the Grand Ballroom, Sheraton- 
Cadillac Hotel as follows: 


8:30 am. Registration 

9:30 am. Program followed by discussion period 
2:00 p.m. Program followed by a business meeting 
6:30 p.m. Cocktails 

7:15 p.m. Dinner 

9:00 p.m. Entertainment 


Wednesday, March 10, 1954 


2. The Woman’s Auxiliary to the Michigan State 
Medical Society will hold a Board meeting in the 
Founders Room, Sheraton-Cadillac Hotel, begin- 
ning at 10:00 a.m. Registration will open at 9:30 
a.m. Luncheon at 12:00 noon will be served in 
Parlors G-H-I. 

3. A Conference for Residents, Interns and Senior 
Medical Students is scheduled for the Pan Ameri- 
can Room, Sheraton-Cadillac Hotel, beginning at 
2:30 p.m. A reception will be held at 5:30 p.m. with 
Michigan Medical Service as host. 

4. The Executive Committee of the Michigan Acad- 
emy of General Practice will meet for dinner at 
7:00 p.m. in Suite 500 of the Sheraton-Cadillac 
Hotel. 

5. The Executive Committee of the Michigan Health 
Council will meet for luncheon in Parlor F of 
the Sheraton-Cadillac Hotel at 12:00 noon. 

6. The Michigan Diabetes Association will hold a 
dinner-meeting at 6:30 p.m. in Parlor F of the 
Sheraton-Cadillac Hotel. 

7. The Michigan Regional Committee on Trauma, 
American College of Surgeons, will hold a luncheon 
and meeting beginning at 12:00 noon in the Pan 
American Room, Sheraton-Cadillac Hotel. 

8. Harper Hospital Reunion is scheduled for the Grand 
Ballroom with a reception at 6:30 p.m., dinner at 
7:30 p.m. followed by entertainment at 9:00 p.m. 

9. A luncheon honoring Wm. J. Stapleton, Jr., M.D., 
Detroit, Michigan’s Foremost Family Physician for 
1953, is scheduled for the English Room at 12:15 
p.m. 


10. A luncheon honoring Eugene P. Pendergrass, M.D., 
Philadelphia, the 1954 R. S. Sykes Lecturer, is 
scheduled for the Founders Room at 12:15 p.m. 


Thursday, March 11, 1954 


11. “Golden Goose” Breakfast, English Room, Sheraton- 
Cadillac Hotel, Thursday at 7:00 a.m. All M.D. 
registrants at M.C.I. are cordially invited. 

12. The Michigan Society of Neurology and Psychiatry 
will hold a dinner-meeting in the Pan American 
Room of the Sheraton-Cadillac Hotel beginning at 
6:00 p.m. 

13. The Michigan Branch of the Academy of Pediatrics 
will meet for dinner at 6:30 p.m. in the Founders 
Room, Sheraton-Cadillac Hotel. 

14. The Michigan and Detroit Proctologic Society will 
held a dinner-meeting at 6:00 p.m. in Suite 500 
of the Sheraton-Cadillac Hotel. 

15. The Michigan Chapter, Arthritis and Rheumatism 
Foundation will meet for dinner at 6:30 p.m. in 
Parlor F of the Sheraton-Cadillac Hotel. 


Friday, March 12, 1954 


16. A testimonial dinner honoring John M. Sheldon, 
M.D., Ann Arbor, President of the American 
Academy of Allergy, will be held in the Pan Ameri- 
can Room, Sheraton-Cadillac Hotel at 6:30 p.m. 
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17. The Michigan Heart Association members’ mect- 
ing is scheduled for 9:00 a.m. in the Grand Ball- 
room and will adjourn in time for the Assembly of 
the Michigan Clinical Institute beginning at 9:20 
a.m. 

The Michigan Heart Association Board will meet 
for dinner at 6:30 p.m. in the Founders Room of 
the Sheraton-Cadillac Hotel. 

18. Luncheon honoring H. Houston Merritt, M.D., New 
York City, is scheduled for 12:00 noon in Parlors 
G-H-I. 

19. The Wayne University Alumni Association will 
have a headquarters suite in the Sheraton-Cadillac 
Hotel, Detroit, during the 1954 Michigan Clinical 
Institute on Wednesday and Thursday, March 10- 
11. 


MUCH THAT IS NEW AND INTERESTING WILL 
BE FOUND IN THE MCI EXHIBIT 


HOTEL RESERVATONS 


MICHIGAN CLINICAL INSTITUTE 
Detroit, March 10-11-12, 1954 


The reservation blank below is for your convenience 
in making your hotel reservation in Detroit. Please 
send your application to George F. Ralston, Jr., Sher- 
aton-Cadillac Hotel, Detroit, Michigan. Mailing your 
application now will be of material assistance in se- 
curing hotel accommodations. 

As very few singles are available, registrants are 
requested to co-operate with the Committee on Hotels 
by sharing a room with another registrant, when con- 
venient. 


Committee on Hotels, 
Michigan Clinical Institute, 
c/o Sheraton-Cadillac Hotel, 
Detroit, Michigan 

Attention: George F. Ralston, Jr. 


Please make hotel reservation (s) as indicated below: 


ee Double Room(s) for........................Persons 
siusidaehaiansan Twin-Bedded Room(s) for.................... Persons 
Arriving March.................. ee (<r P.M. 
Leaving March.................. ee PEs vencrcinns P.M. 
Beetle i IE Bitlis ecswreereescsecstsrisstevsninsimentinntucie 

Ie CN a ieericcncsictnenntocrmnensapenstemenninnbans 


Names and addresses of all applicants including person 
making reservation: 


Name Address City State 
BE srecinsistcnntechataniey SING» 6....00<00ss0<sisnnnninnstinemaenans 
IIE ackccisccncsnnsnck inane RR ad 

1585 





































Program 





WEDNESDAY, MARCH 10, 1954 
SHERATON-CADILLAC HOTEL, DETROIT 


REGISTRATION—Top of Stairs, Fifth Floor 
EXHIBITS OPEN—Fourth Floor 





B. P. Cotcocx, M.D. 


FIRST ASSEMBLY 


Grand Ballroom, Sheraton-Cadillac Hotel 
G. C. Pensertuy, M.D., Detroit, Chairman 





WELCOME 


L. W. Hutt, M.D., Detroit 
President, Michigan State Medical Society 

R. A. Jounson, M.D., Detroit 

President, Wayne County Medical Society 






T. Witensky, M.D. 


Three Surgical Talks 


9:00 “The Surgical Treatment of Thyroid Disease” 
BENTLEY P. Cotcocx, M.D., Boston, Massachusetts 


Surgeon, Staff of Lahey Clinic, New England Dea- 
coness Hospital and New England Baptist Hospital 





9:30 “Surgical Significance of Diarrheas” 
Tuomas WILENSKY, M.D., Lansing 


Senior Attending Surgeon, E. W. Sparrow Hospital; 
Attending Surgeon, St. Lawrence Hospital 





: 9:50 “Points of General Interest Regarding the Cleft Lip 
W. H. Srerrensen, M.D. and Cleft Palate Patient” 


WALLACE H, STEFFENSEN, M.D., Grand Rapids 


Consultant in Plastic Surgery, Blodgett Memorial 
Hospital 


10:00 INTERMISSION TO VIEW EXHIBITS 
11:00 THE R. S. SYKES LECTURE 


“The Consideration of Some of the Difficulties Con- 
cerned with the Early Diagnosis of Cancer of the 
Lung” 
EuGENE P. PEeNnperGRASS, M.D., Philadelphia, Penn- 
sylvania 

Director, Department of Radiology, Hospital of Uni- 
versity of Pennsylvania; Professor of Radiology, School 
of Medicine and Graduate School of Medicine, Uni- 
versity of Pennsylvania 





E. P. Penpercrass, M.D. 


DIABETES 


The Michigan Diabetes Association is sponsor of this talk 









11:30 “The Treatment of Diabetic Emergencies” 
Joun H. Warvet, Sr., M.D., Indianapolis, Indiana 


Staff of the Diabetic Department of Methodist 
Hospital 


J. H. Warvet, Sr., M.D. 12:00 End of First Assembly 
86 JMSMS 
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3:00 


Color television program, beamed to the Grand Ball- 
room, Sheraton-Cadillac Hotel, through the co-operation 
of the medical and surgical staffs of Harper Hospital, 
Detroit, and Smith, Kline and French Laboratories of 
Philadelphia. 


INTERMISSION TO VIEW EXHIBITS 


SECOND ASSEMBLY 
Grand Ballroom, Sheraton-Cadillac Hotel 
V. C. Assott, M.D., Pontiac, Chairman 


Five Trauma Subjects 


The Michigan Regional Committee on Trauma, American 


3:50 


4:05 


4:20 


4:35 


4:50 


5:05 


5:10 


College of Surgeons, is sponsor of the trauma talks 


“Fractures and Dislocations of the Elbow” 

HERBERT W. Harris, M.D., Lansing 
Chief of Staff, St. Lawrence Hospital; Orthopedic 
Surgeon, Edward W. Sparrow Hospital 


“Indications for Surgery in Cranio-cerebral Injuries” 
RicHARD C. ScHNEIDER, M.D., Ann Arbor 
Associate Professor of Surgery, Section of Neuro- 
surgery, University of Michigan Medical School and 
Hospital 


“The Clavicle in Trauma” 


Curtis M. Hanson, M.D., Kalamazoo 
Orthopedic Physician 


“The Use of the Artificial Kidney” 


Lioyp T. IsEer1, M.D., Detroit 
Assistant Professor of Medicine, Wayne University 
College of Medicine 


“X-Ray Aids in Abdominal Trauma” 


James E. Lorstrom, M.D., Detroit 

Chairman, Division of Radiology, Wayne University 
College of Medicine; Director, Department of Ra- 
diology, Detroit Memorial Hospital; Director, Depart- 
ment of Radiology, Detroit Receiving Hospital 


End of Second Assembly 


DISCUSSION CONFERENCE 
Grand Ballroom, Sheraton-Cadillac Hotel 


Leader: F. A. Cotter, M.D., Ann Arbor 


Participants: BENTLEY P. Cotcocx, M.D., Boston; 
Curtis M. Hanson, M.D., Kalamazoo; HERBERT 
W. Harris, M.D., Lansing; Ltoyp T. Isrer1, M.D.. 
Detroit; James E. Lorstrom, M.D., Detroit; EUGENE 
P. PenperGrRAsS, M.D., Philadelphia; Ricuarp C. 
SCHNEIDER, M.D., Ann Arbor; WA.LLAcE H. STeErF- 
FENSEN, M.D., Grand Rapids; Jonn H. WArRvVEL, 
Sr., M.D., Indianapolis, and THomas WILENSky, 
M.D., Lansing. 


6:10 End of Discussion Conference 


. ..-28 


No Michigan Clinical Institute Meeting Wednesday Evening 
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C. M. Hanson, M.D. 





J. E. Lorstrom, M.D. 





H. W. Harris, M.D. 





L. T. Isert, M.D. 
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THURSDAY, MARCH 11, 1954 
SHERATON-CADILLAC HOTEL 


REGISTRATION—Top of Stairs, Fifth Floor 
EXHIBITS OPEN—Fourth Floor 




















THIRD ASSEMBLY 
Grand Ballroom, Sheraton-Cadillac Hotel 


C. S. Stevenson, M.D. 





J. M. SHeEtpon, M.D., Ann Arbor, Chairman 


Four Obstetrics-Gynecology-Pediatrics Talks 


“Anesthesia and Analgesia in Obstetrical Practice”’ 
Cuares §S. SteEvENSON, M.D., Detroit 


“Intra-Uterine Causes of Fetal Anoxia” 
Tommy N. Evans, M.D., Ann Arbor 

- Instructor, Department of Obstetrics-Gynecology, 
T. N. Evans, M.D. University of Michigan School of Medicine 









“Respiratory Failure in the Newborn” 
James L. Witson, M.D., Ann Arbor 


Professor of Pediatrics and Communicable Diseases 
INTERMISSION TO VIEW EXHIBITS 


“The Pathology of Respiratory Failure of the Newborn” 
Wo.r W. ZueEuzer, M.D., Detroit 
Professor of Pediatric Research, Wayne University 
College of Medicine; Director of Laboratories, Chil- 
dren’s Hospital of Michigan 


11:20 THE MICHIGAN FOUNDATION FOR MEDICAL 
AND HEALTH EDUCATION, INC., LECTURE 


“Vaccination for Poliomyelitis” 
ALBERT B. Sasin, M.D., Cincinnati, Ohio 


Professor of Research in Pediatrics, University of 
Cincinnati College of Medicine 


11:50 End of Third Assembly 


P.M. 

1:00 

W. W. Zvewzer, M.D. Color television program, beamed to the Grand Ball- 
room, Sheraton-Cadillac Hotel, through the co-operation 
of the medical and surgical staffs of Harper Hospital, 
Detroit, and Smith, Kline and French Laboratories of 

Philadelphia. 


INTERMISSION TO VIEW EXHIBITS 

















J. L. Wirson, M.D. 












3:00 





FOURTH ASSEMBLY 
Grand Ballroom, Sheraton-Cadillac Hotel 


W. H. SterFrensen, M.D., Grand Rapids, Chairman 


















eich Three Internal Medicine Subjects 


(with surgical aspects) 


3:50 “Gastrectomy for Chronic Duodenal Ulcer” 
H. Marvin Potrarp, M.D., Ann Arbor y 
Professor of Internal Medicine, University of Michi- 
gan Medical School; Governor for Michigan, Amert- 
can College of Surgeons; Secretary, American Gastro- 
enterological Association; President, American Gas- 

H. M. Pottarp, M.D. troscopic Society 
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“Manifest Bleeding from the Digestive Tract; Notes on 
Diagnosis and Treatment on the Basis of Personal 
Experience” 
Grorce B. EustTerMAN, M.D., Detroit 
Chief of Medicine and Director of Medical Educa- 
tion, Sinai Hospital of Detroit 


4:40 “Alcoholism and Cardiovascular Disease” 
Frieprich W. NieHAus, M.D., Omaha, Nebraska 
Professor of Medicine, University of Nebraska Col- 
lege of Medicine 

5:10 End of Fourth Assembly 


5:10 DISCUSSION CONFERENCE 

Grand Ballroom, Sheraton-Cadillac Hotel 

Leader: Wm. S. Reveno, M.D., Detroit 

Participants: Grorce B. EusTERMAN, M.D., Detroit; 
Tommy N. Evans, M.D., Ann Arbor; FRIEDRICH 
W. NiexHAus, M.D., Omaha, Nebraska; H. Marvin 
PoLLaRD, M.D., Ann Arbor; ALBERT B. Sasin, 
M.D., Cincinnati, Ohio; CHarves S. STEVENSON, 
M.D., Detroit; James L. Witson, M.D., Ann Arbor, 
and Wor W. ZueEuzerR, M.D., Detroit. 





G. B. Eusterman, M.D. 


6:10 End of Discussion Conference 
















No Michigan Clinical Institute Meeting Thursday Evening 
F. W. Nienaus, M.D. 


FRIDAY, MARCH 12, 1954 


SHERATON-CADILLAC HOTEL 
A.M. 


8:30 REGISTRATION—Top of Stairs, Fifth Floor 
EXHIBITS OPEN—Fourth Floor 


FIFTH ASSEMBLY 


FIFTH ANNUAL MICHIGAN HEART DAY 
Grand Ballroom, Sheraton-Cadillac Hotel 
FRANK Van Scuorcx, M.D., Jackson, Chairman 












S. Grisson, M.D. 
Five Heart Subjects 


The Michigan Heart Association is sponsor of the heart talks 


A.M. 
9:00 Meeting of Michigan Heart Association Members 


9:20 “Observations on Congenital Cardiac Malformations” 
STANLEY Grsson, M.D., Chicago, Illinois 


Consultant in Cardiology, Children’s Memorial Hos- 
pital, Chicago; Emeritus Professor of Pediatrics, 
Northwestern University Medical School 





9:50 “Surgical Treatment of Coarctation of the Aorta” 
CAMERON Haicut, M.D., Ann Arbor A. J. Boyte, M.D. 


Professor of Surgery, University of Michigan Medical 
School 


INTERMISSION TO VIEW EXHIBITS 


“A Physico-chemial Approach in the Establishment of 
a Test for Atherosclerosis” 


ALBERT J. BoyLte, M.D., Detroit 


Wayne University Professor of Chemistry; Associate 
Professor Experimental Medicine 





10:10 
11:00 













11:15 “Vasoconstriction and Vasodilation in Shock” 
Mark Nickerson, M.D., Ann Arbor 


Associate Professor of Pharmacology, University of 
Michigan School of Medicine M. Nickerson, M.D. 
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A.M. 


11:35 “Pathogenesis and Treatment of Essential Hypertension” 
Grorce E. WaAKERLIN, M.D., Chicago, Illinois 
Professor of Physiology and Head of the Department 


12:00 End of Fifth Assembly 

P.M. 

1:00 Color television program, beamed to the Grand Ball- 
room, Sheraton-Cadillac Hotel, through the co-operation 
of the medical and surgical staffs of Harper Hospital, 


Detroit, and Smith, Kline and French Laboratories .of 
Philadelphia. 


3:00 FINAL INTERMISSION TO VIEW EXHIBITS 
G. E. Waxkerun, M.D. 


SIXTH ASSEMBLY 


Grand Ballroom, Sheraton-Cadillac Hotel 


D. A. Kocu, M.D., Port Huron, Chairman 


M. H. Seevers, M.D. Four Medicine General Practice Subjects 


“Analgesic Drugs” 


Maurice H. Seevers, M.D., Ann Arbor 
Professor and Chairman, Department of Pharmacol- 
ogy, University of Michigan Medical School 


“Use and Abuse of Newer Drugs in Dermatology” 
LorEN W. SHAFFER, M.D., Detroit 
Professor Dermatology and Syphilology, Wayne Uni- 
versity College of Medicine 


“Differential Diagnosis and Treatment of Extrinsic and 

Intrinsic Asthma” 
STANLEY F,. Hampton, M.D., St. Louis, Missouri 
Assistant Professor of Clinical Medicine, Washington 


L. W. Suarrer, M.D. University School of Medicine 


“Convulsive State” 


H. Houston Merritt, M.D., New York, New York 
Professor of Neurology, Columbia University; Direc- 
tor of the Service of Neurology-Neurological Institute, 
Presbyterian Hospital 


End of Sixth Assembly 


S. F. Hampton, M.D. ¢ DISCUSSION CONFERENCE 
Grand Ballroom, Sheraton-Cadillac Hotel 
Leader: K. W. ToorHaxer, M.D., Lansing 


Participants: ALBERT J. BoyLe, M.D., Detroit; STAN- 
LEY Grspson, M.D., Chicago; CAMERON HaricurT, 
M.D., Ann Arbor; STANLEY F. Hampton, M.D., 
St. Louis; H. Houston Merritt, M.D., New York 
City; Marx Nickerson, M.D., Ann Arbor; Mav- 
ricE H. Sreevers, M.D., Ann Arbor; Loren W. 
SHAFFER, M.D., Detroit, and Georcre E. WAKERLIN, 
M.D., Chicago. 


End of Discussion Conference and the 1954 Michigan 
H. H. Merritt, M.D. Clinical Institute 
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1954 MICHIGAN CLINICAL INSTITUTE 
COMMITTEE ON ARRANGEMENTS AND 


PROGRAM 


WitFrip Haucuey, M.D., Battle Creek, Chairman 
A. H. Mitier, M.D., Gladstone, Vice Chairman 
L. W. Hutt, M.D., Detroit, MSMS President 


R. J. Huppert, M.D., Kalamazoo, MSMS Immediate 
Past President 


L. FERNALD Foster, M.D., Bay City, Secretary 
H. H. Cummincs, M.D., Ann Arbor, Advisor 
J. Mitton Ross, M.D., Detroit, Advisor 


Representing Michigan State Medical Society 
* * * 


JoHN ALEXANDER, M.D., Ann Arbor 

Frep A. Cotter, M.D., Ann Arbor 

F. Bruce Frauicx, M.D., Ann Arbor 

J. M. SHELpon, M.D., Ann Arbor 

H. A. Towstey, M.D., Ann Arbor 

Representing University of Michigan School of Medicine 


and University of Michigan Department of Postgradu- 
ate Medicine 


* * * 


E. H. Fenton, M.D., Detroit 

G. C. PENBERTHY, M.D., Detroit 
W. S. REvENO, M.D., Detroit 

E. D. Spatpinc, M.D.,* Detroit 


Representing Wayne University College of Medicine and 
Wayne County Medical Society 


* * * 


W. J. BuTLer, M.D., St. Joseph 

K. L. CraAwrorp, M.D., Kalamazoo 

R. E. FisHer, M.D., Bay City 

D. A. Kocu, M.D., Port Huron 

R. W. Pomeroy, M.D., Lansing 

F. H. Power, M.D., Traverse City 

D. S. Smitu, M.D., Pontiac 

W. H. Sterrensen, M.D., Grand Rapids 

Representing Out-State Practitioners, members of the 
MSMS 


* * * 
A. E. Heustis, M.D., Lansing 
V. N. SiteE, M.D., Hastings 


Representing Michigan Department of Health and Michi- 
gan Health Officers Association 


* * * 


E. I. Carr, M.D., Lansing 
Representing the Michigan Foundation for Medical & 
Health Education, Inc. 


* * * 
W. B. Cooxsery, M.D., Detroit 
Representing the Michigan Heart Association 


* * * 





*Deceased, November 30, 1953. 
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ANAPHYLACTOID REAC'LION 
FOLLOWING USE OF A 
PENICILLIN LOZENGE 






(Continued from Page 61) 


quate to produce a systemic reaction in this patient 
(this is 0.025 per cent of the normal intramuscular 
dose). That this reaction was due to the crystalline 
penicillin G and not any other component of the 
lozenge was shown by the addition of the penicil- 
linase. 

The use of penicillinase as was done here can 
possibly be used to good advantage in skin testing 
of penicillin preparations to rule out sensitivity to 
other ingredients in the preparation as well as the 
vehicle. 

The widespread practice of using penicillin 
lozenges for upper respiratory infections is one 
which is admittedly fraught with dangers of sensi- 
tization. To date, no other anaphylactoid reactions 
from the use of penicillin lozenges have been re- 
ported in the medical literature. In most states, 
no prescription is required to purchase this drug 
in the form of lozenges. With this common usage 
of penicillin, more and more severe reactions as 
described here will in all likelihood be seen, and 
it would be wise for the man in practice to be on 
the lookout for them. 


a 
Reference 


1. Thomson, W. O.: Fatal allergic reaction to penicil- 
lin. Brit. M. J. (July 12) 1952. 





CYSTOSARCOMA OF BREAST 
(Continued from Page 74) 


3. Desawe, P.: Giant intracanalicular fibroadeno- 
myxoma of the breast, Phylloid type of John Meul- 
ler. Liege—Medical, 32:175 (Mar.), 1939. 


4. Horton, C. E., and Baker, J. M.: Cystosarcoma 
phyllodes. Am. J. Surg., 80:896 (Dec.) 1950. 


5. Lee, B. J., and Pack, G. T.: Giant intracanalicular 
fibroadenomyxoma of the  breast—cystosarcoma 
phyllodes manual of Johannes Meuller. Averecan 
Journal of Cancer, 15:2583-2609 (Oct.) 1931. 


6. Lee, B. J., and Pack, G. T.: Giant intracanalicular 
myxoma of breast. Ann. Surg., 93: 250, 1931. 


7. Preston, John C.: Cystosarcomatoid phyllodes. 
Delaware State M. J., 22:296 (Oct.) 1950. 


8. Ross, Donald E.: Cystosarcoma phyllodes. (giant 
intracanalicular myxoma.) Am. J. Surg., 1:728-733 
(Dec.) 1952. 
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John M. Sheldon, M.D. 
President, American Academy of Allergy 


With Dr. John Sheldon, you don’t go back to 
the beginning. You start with him where he is. 
That’s because with John Sheldon you immediately 
feel that here’s a fellow whose background, family, 
training, likes and dislikes all come out in the im- 
mediate presentation of the man. 

Lest that sound like an underhanded compliment 
(no one likes to be thought of as simple these 
days), imagine the fol- 
lowing situation: 

The University of Mich- 
igan QOut-patient Clinic 
is a multi-million dollar 
medical monument to ef- 
ficiency. There is little 
wasted motion, less 
wasted space in this new 
adjunct to the University 
Hospital. 


The magazines all are 
up to-date. The furniture 
contemporary. And the 
receptionists attractive. 


The only trouble is that 
the patient, who for a 
long period of his life has 
been treated by his family 
physician, is likely to ex- 
perience a feeling of indifference to his personal 
requirements, not the least of which is a friendly 
appreciation of what he is going through emo- 
tionally. 

As I sat waiting for Dr. Sheldon to finish with 
his last patient one afternoon, I strained to catch 
a bit of conversation. 

“Say, when are you going to get well? I think 
it’s about time we get down to the bottom of this 
‘trouble once and for all!” 

That was Dr. John M. Sheldon, University of 
Michigan professor of internal medicine, assistant 
to the chairman of the Department of Postgraduate 
Training Program, allergist in the Health Service, 
and managing editor of the University of Michigan 





A dinner honoring the President of the Ameri- 
can Academy of Allergy, John M. Sheldon, M.D., 
will be held at the Sheraton-Cadillac Hotel, De- 
troit, on Friday, March 12, 1954, at 6:30 p.m. 





Joun M. SHELDON, M.D. 
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Medical Bulletin, speaking. And he was speaking 
to the patient of one of his departmental associates. 
John Sheldon knew the patient, felt his anxiety, 


and felt no compunction about thawing the at- 
mosphere of its professional objectivity. 

I sat waiting in Dr. Sheldon’s private office 
fifteen minutes, a half hour, forty-five minutes, 
when suddenly he burst in with, “I’m sorry. [ll 
bet you’re hungry.” It 
was almost six o’clock. 

“Oh, that’s all right,” 
I replied half-heartedly. 

“No it isn’t. You're 
just as busy as I am.” 

That’s what I mean: 
you start with Dr. John 
Sheldon where he is, not 
way back there in the 
analytical past. 

Another example: 
Above Dr.  Sheldon’s 
handsome contemporary 
desk hangs a mobile. One 
of those modern art ob- 
jects suspended mid-air, 
resembling a combination 
of gypsy ear-rings and a 
tinsmith’s. scrap collec- 
tion. 

I thought, “Here’s a significant clue to the per- 
sonality.” 


“I’m curious about the presence of that mobile, 
Dr. Sheldon. How come?” 


“You’re a discerning reporter,’ he replied, 
through a shy smile. “Well, Mrs. Sheldon and I 
like children very much (they have none), and 
I’ve found that the youngsters who visit my office 


are very much intrigued with that mobile.” 


I glossed over the fact that the mobile had a 
similar effect on me and asked, “In other words, 
it has no particular aesthetic significance to you 
as an art object?” 

“None at all. I just like it, and so do the kids.” 


You’ve just met Dr. Sheldon, and if you are at 
all interested in people, you’ve found him to be 
prepossessing, friendly, and above all, comfortable. 
I wondered how to describe Dr. Sheldon in a 
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manner befitting a professional journal. Being a 
firm believer that a writer’s style should be pretty 
much determined by the nature of the subject, 
I wondered, “Will they like it if I just say, John 
Sheldon is a nice guy?” 

Because that’s it: John Sheldon is a nice guy. 


But there is also something of a paradox in 
the man who quickly is achieving stature as one 
of the country’s outstanding allergists. Born in 
Percival, Iowa, John Sheldon looks like a Madison 
Avenue advertising executive. Schooled at the 
University of Nebraska, where he received his 
Bachelor of Science and medical degrees, Dr. 
Sheldon comes very close in appearance to the Ivy 
League prototype. Quartered in a contemporary 
atmosphere—mobile and all—he keeps an old- 
world wood carving of “Allergie Artz’ on his 
windowsill. 


At first I thought “Allergie Artz,” which is a 
4-inch wood statuette of a white-coated European 
physician stroking his beard quizzically, was very 
much out of place in the picture I saw. How 
does one put a wood carving and a hand-tooled 
leather cigarette lighter together and come out 
with a whole man? 


Dr. Sheldon himself explained by what he said. 


“My Dad, the town minister, a lawyer, and 
the family physician exerted a tremendous influence 
on my life,’ Dr. Sheldon admitted. 


Admitted, I say, because these seem to be days 
when people prefer to imitate abstract principles 
rather than reveal their affection and admiration 
for real live mentors. 


JOHN M. SHELDON, M.D. 





Not so Dr. Sheldon. The principles of fair play, 
professional integrity, impeccable scientific stand- 
ards, and love for the individual—these can be 
mouthed by the sophisticate, but their real ex- 
istence is found in people who live their principles 
instead of vaguely talk about them. 

This I took as a clue to the paradox in John 
Sheldon. On the surface I found him to be suave, 
well-groomed, modern. Like the contemporary 
desk, the hand-tooled leather lighter, the mobile. 
But underneath, I found signs of an Iowan young- 
ster looking with admiration on his Dad as the 
two of them went fishing. I saw signs of the home- 
spun, exemplified by Dr. Sheldon’s affection for 
the rough texture of the wooden statuette. And 
in a single remark, I collected the doctor’s philos- 
ophy of medical education, undoubtedly reflecting 
the awe with which the younger Sheldon viewed 
the family physician. 

“Even if I were given the wisdom and power 
to reorganize medical education, I don’t think I’d 
change it very much. I would like, however, to 
see more of the proctorship idea, giving the young 
medical student closer contact with his chief.” 

It takes a pretty sentient man to preserve profes- 
sional dignity without sacrificing personal intimacy 
with patients. It takes a great deal of skill to 
combine charm with honesty. It takes almost in- 
credible versatility to be modern without being 
moderne. And it takes a great deal of generosity 
to tolerate a biographer’s intrusions when there is 
more important work to be done. 

This is Dr. John Sheldon. A real nice guy. 
L.G. 





MEDICAL PUBLIC RELATIONS 
(Continued from Page 81) 


sections of the state have not been entirely co- 
operative. Some of them made it a practice to 
add extra charges to many of their patients, over 
and above the payments made available from the 
Service plan. This made troubles and difficulties 
for Blue Shield. The gripes coming to us were 
not of misunderstanding of charges. These doc- 
tors all had an understanding with their patients. 
The people complained that the insurance did not 
cover all charges. 

This points up just one thing which has been 
advocated. Most of our doctors always talk with 


January, 1954 


their patients or their families, especially before 
surgical treatment, telling them exactly what it 
will cost. This protects the doctor from any pos- 
sible misunderstanding, and assures the co-opera- 
tion of all concerned—the doctor who does the 
work, the patient who pays, and the insurance 
carrier. A friendly understanding insures satis- 
faction on all sides. Why not have every doctor 
try it? Labor is advising its people to “make a 
deal” with the doctor. That will work both ways, 
and to everybody’s advantage. 
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NEW PLAN OF ANIMAL DISEASE REPORTING 


In line with the current emphasis on the many diseases 
of animals which are transmissible to man, the Michigan 
Department of Health has entered into a co-operative 
program with other interested agencies and organiza- 
tions for the development and operation of an Animal 
Morbidity Reporting system. 

Under the new system, practicing veterinarians will 
receive’ franked self-addressed cards about the 15th and 
30th of each month, on which they will record the com- 
municable diseases of animals which they have seen 
during the preceding two weeks. These cards will be 
returned to the Michigan Department of Health where 
the information will be tabulated. At the end of each 
month a report, including a summary of the tabulated 
data and pertinent information regarding current animal 
disease activities, will be sent to each practicing veteri- 
narian, as well as to all of the local health departments 
in the state and to other interested groups and individuals. 

The information gained from such a reporting activity 
will be of value to public health organizations in the 
control of diseases of animal origin. The information will 
also be of considerable assistance in the control of diseases 
of economic significance and will be useful in the event 
of biological warfare attack upon the animal population 
of this country. 


SOME HIGHLIGHTS OF 1953 


The year 1953 saw more babies born than during any 
other year in the state’s history and a general death rate 
and a maternal mortality rate that set new low records. 
The infant death rate remained about the same, rising 
slightly from 26.1 in 1952 to 26.4 in 1953. 

The only disease termed epidemic in the state during 
1953 was poliomyelitis. The approximately 2,500 cases 
reported was a better record than the 3,909 of 1952 
but still marked the third worst polio year in the state’s 
history. It was also the first year in which gamma 
globulin was distributed for use in the prevention or 
modification of paralytic manifestations of polio. 

Tuberculosis deaths continued to decline in 1953. If 
the estimate of a 65 per cent drop proves accurate, it 
will mean that the death rate from this disease has 
gone down 75 per cent in thé last ten years. However, 
the number of newly reported cases remains about the 
same, emphasizing the need for a stepped-up case-finding 
program if real progress is to be made against this 
disease. 

Diagnostic tests performed in the department’s divi- 
sion of laboratories reached 1,295,279, highest in the 
division’s history. An estimated 3,032,399 doses of serums 
and vaccines were produced and distributed during the 
year. 

As a result of the wide use of antibiotics, there has 
been an increasing demand for bacteriological determina- 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


_ list of those giving this protection to children. 






















tion of a type of infecting agent and its sensitivity to 
specific antibiotics. 

The Blood and Blood Derivatives Program has pro- 
vided blood plasma, albumin, immune serum globulin, 
antihemophilic globulin and resuspended cells to 64 
counties in the state. These products are manufactured 
from human whole blood or blood plasma, the whole 
blood for this use being collected by the laboratories 
special field unit. The department has continued to be 
the only agency in the country producing antihemo- 
philic globulin. A noteworthy event of the year was 
the development of a method for the production of gam- 
ma globulin and other fractions from human placentas. 

Major interest in local health administration has been 
centered upon progress in the combination of counties 
to secure a broader tax and population base to assure 
more effective services. 

Interest in child health continued high. Reports to 
the department show that 651 child health conference 
sessions were held in thirty-nine communities, with fifty- 
two practicing physicians taking part. Classes for ex- 
pectant parents were conducted in twenty-three counties. 
The department’s five hearing consultants worked in 
thirty-two counties on co-operative hearing conservation 
programs that screened 170,000 school children. Through 
the co-operation of seventy practicing otologists, 2,250 
children received otological examinations as a follow-up 
of this intensive case finding. 

A significant development in the department’s expand- 
ing program in occupational health was an adult health 
screening program sponsored jointly by a local health 
department and the Michigan Department of Health. 
The series of screening tests was offered to a group of 
employees in an interested industry, with some 90 per 
cent of the employees participating. One objective of 
the program was to try to evaluate chronic disease screen- 
ing methods which might be applied either in mass screen- 
ing programs or by practicing physicians in their offices. 

Fluoridation of public water supplies received added 
impetus in 1953, with eight communities added to the 
This 
brings to 41 the number of communities fluoridating 
their supplies, which serve a population of 900,000. 

Heart disease, cancer and apoplexy continued to lead 
as causes of death in Michigan in 1953, with accidents 
in fourth place. More than half of all deaths, 52 per 
cent, occurred at age sixty-five or over. 





If physicians would become pessimistic instead of 
optimistic about the chances of their patients having 
cancer, much more would be accomplished than by the 
further development and use of extensive radical surgical 
technique or the construction of more powerful x-ray 
therapy units. 

Carcinoma of the esophagus, stomach and colon ac- 
counts for 50 per cent of the cancer mortality in men 
and 40 per cent in women. 
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The Problem of Nausea and Vomiting: 


ITS TREATMENT WITH DRAMAMINE® 


Whenever nausea, vomiting and vertigo 
are disturbing and complicating factors, 
Dramamine may be used with confidence. 

Keats! outlines the wide list of conditions 
in which Dramamine (brand of dimenhydri- 
nate) has proved valuable as follows: ‘‘It has 
been well established in the control of motion 
sickness. It has been used effectively in the 
prevention and treatment of seasickness, air- 
sickness, [in the treatment of] the nausea of 
pregnancy, Méniere’s syndrome, .. . radia- 
tion sickness ...and postfenestration reac- 
tions.... The site of action is imperfectly 
understood, but there is indication of an 
action of depressing labyrinthine function or 
its neural pathways, a highly selective central 
action, or both. Few side reactions of this 
drug have been noted.” 

The usual dose for motion sickness is 50 
mg. (one tablet) taken one-half hour before 
departure and, if necessary, before meals for 
the duration of the journey. Control of 
nausea and vomiting of other conditions and 
severe motion sickness is achieved, with 
minimal drowsiness, by a dosage of 100 mg. 
every four hours. 

*{[Dramamine] is administered orally or 
rectally. ... The same doses may be admin- 
istered rectally by insertion of the tablet or 
other suitable form... .” 

Dramamine Liquid is particularly useful 
for children. 

Dramamine is accepted by the Council on 
Pharmacy and Chemistry of the American 
Medical Association. 


1. Keats, S.: Ataxic Cerebral Palsy with Akinetic 
Seizures: Dramatic Response to Dramamine, J. M. 
Soc. New Jersey 50:53 (Feb.) 1953. 

2. Council on Pharmacy and Chemistry: New and 
Nonofficial Remedies, 1953, Philadelphia, J. B. Lip- 
pincott Company, 1953, p. 471. 


MEDULLA 


0) 100) Te7 NG 


N. PHRENICUS —- 


DIAPHRAGMA, 


NN 
SPLANCHNI 


(e7.N, 1e7810). : 
COELIACUM Z = LUMBALIS I 





THE VOMITING REFLEX: Vagus— nodose gang- 
lion-> solitary tract» spinal cord— cervical, thor- 
acic and lumbar nerves to diaphragm, cardiac sphinc- 
ter, stomach, abdominal and pelvic musculature. 
(After Krieg, W. J. S.: Functional Neuroanatomy, 
ed. 2, New York, The Blakiston Company, Inc., 
1953, p. 104.) 


SEARLE Research in the Service of Medicine 
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Say you saw it in the Journal of the Michigan State Medical Society 
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In Memoriam 


E. E. SPALDING, M.D., who 
was fatally shot November 30 by a 
deranged assassin, was mourned by 
Michigan’s entire medical profes- 
sion who were shocked and sad- 
dened by the news. Dr. Spalding 
died on the sidewalk outside the 
Professional Building, Detroit, 
where he had his offices, as he left 
for the AMA Clinical Session in 
St. Louis, Missouri. 


Dr. Spalding, sixty years old, 
was the immediate Past President of the Wayne County 
Medical Society and MSMS’ first Alternate Delegate to 
the AMA House of Delegates. At the time of his death, 
he was chief of the Department of Medicine at Harper 
Hospital, where he had been a staff member since 1921, 
and Professor of Clinical Medicine at Wayne Univer- 
sity. 


For years, Dr. Spalding had been active in many 
medical organizations. He was a member of the De- 
troit Academy of Medicine, Detroit Medical Club, and 
the American College of Physicians. He held certifica- 
tion from the American Board of Internal Medicine and 
its sub-board in cardiology. 


Dr. Spalding was born in Detroit only a few blocks 
from the spot where he died. He attended Detroit Uni- 
versity School, and was graduated from Princeton Uni- 
versity in 1914 where he won membership in Phi Beta 
Kappa. He received his M.D. degree from Johns Hop- 
kins University in 1918 while serving overseas in World 
War I with a medical unit formed at the University 
during his senior year. Dr. Spalding served his intern- 
ship at Baltimore City Hospital, and took a residency in 
medicine at New Haven General Hospital. 


During World War II, he served with the Harper 
Hospital unit as Chief of Medicine, with duty in Casa- 
blanca, Oran, and Naples. Later in the war, Dr. Spald- 
ing, who attained the rank of colonel, was medical con- 
sultant to the Fifth Army. 


Dr. Spalding was possessed of a brilliant mind and 
numbered among his hobbies advanced methematics, 
astronomy, and nuclear physics. He reputedly was one 
of the few men in Michigan who understood the Einstein 
theory. He also had an amazing knowledge of parlia- 
mentary law. 


Outspoken, and a master of debate, Dr. Spalding was 
admired by his colleagues for the manner in which he 
stood by anything he considered a matter of principle. 


Dr. Spalding is survived by his wife, Melody; two 
daughters, Mrs. Florence Sharp of Rockford, Illinois, 
and Harfiet, a student at Wellesley, and a son, Edward, 
an army sergeant serving in Germany. 


96 


PHIPGIIGLGIGIGIIIGLOISN 


JAMES D. COLLINS, M.D., who had practiced in 
Detroit since 1926, died at his home November 16, 
1953, at the age of sixty-six. 


Doctor Collins was a native of London, Ontario. He 
was graduated from Western Ontario Medical School 
in 1910, and interned at St. Joseph’s Hospital, London. 


Surviving are his widow, Gertrude; a son, James E. 
Collins, M.D., of Detroit; two daughters, Mrs. Joseph 
Marshall and Mrs. Arthur F. Parker, and a grand- 
daughter. 


OLIVER R. MACKENZIE, 
M.D., of Walled Lake, president 
of the Oakland County Medical 
Society, died September 17, 1953, 
in Mt. Clemens, of injuries re- 
ceived in an automobile accident. 
He was forty-four years old. 

A native of Escanaba and a 
graduate of Marquette Univer- 
sity, Dr. MacKenzie had practiced 

“=" medicine in Walled Lake for the 
last fifteen years. On the day of his death, he was to 
have left for a year of special study in internal medicine 
at the University of Pennsylvania. 


In 1952, in recognition of Dr. MacKenzie’s con- 
tribution to medical work in local schools, the Walled 
Lake Rotary Club named him “Citizen of the Year.” 


Surviving are his wife, Marion; two daughters, Mary 
Kay and Jane Ann, and his mother. 


ROBERT J. JERMSTAD, M.D., Flint, died October 
15, 1953, in Battle Creek, of injuries received eight days 
earlier in an automobile accident. He was forty-five 
years old. 


Dr. Jermstad was staff pathologist for the three major 
hospitals in Flint and was a partner in the Flint Medical 
Laboratory. He moved to Flint in 1945 from Ft. Wayne, 
Indiana. 


Born in Duluth, Minnesota, Dr. Jermstad held degrees 
from St. Olaf College and the University of South 
Dakota. He was a graduate of Rush Medical College, 
Chicago, and served his internship at Charleston General 
Hospital, Charleston, West Virginia. Later, he served 
as instructor in pathology at George Washington Uni- 
versity Medical School and, as a pathologist in hospitals 
at St. Louis, Missouri, and Fort Worth, Texas. 


During early World War II, he was an officer in the 
Army Medical Corps, receiving an honorable discharge 
in 1942. Later, he became a member of the Naval 
Reserve Medical Corps, and gained the rank of Lieu- 
tenant Commander. 


(Continued on Page 98) 
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Meat... 


and Its Place in the Diet 
in Hypertension 


Contrary to the concept that protein intake contributes to the genesis 
of hypertension and should be drastically reduced in therapy * * ade- 
quate protein nutrition today is considered essential for preserving 
maximal vigor and a sense of well-being in the hypertensive patient.* 
Meat, once thought to be contraindicated, now is recognized as an impor- 
tant protein food in the dietary regimen in hypertension. 


High-protein foods do not elevate arterial tension — neither in the 
hypertensive nor the normotensive person. Nor does the specific dynamic 
action of protein make undue demands on the heart.” * ¢ Only in ad- 
vanced hypertension when renal function is seriously impaired, or in 
cardiac emergency episodes, when cardiac disease complicates hyperten- 
sion, is restriction of protein intake below the normal allowance of 60 to 
70 Gm. per day justifiable. * 


But not only for its high content of biologically top-quality protein 
is meat a recommended daily food in the diet of the hypertensive patient. 
It also goes far toward satisfying the needs for essential B vitamins and 
minerals. Another important feature of meat is its outstanding taste 
appeal and its virtually complete digestibility. 


1. Wilhelmj, C. M.; McDonough, J., and McCarthy, H. H.: Nutrition and Blood Pressure, 
Am. J. Digest. Dis. 20:117 (May) 1953. 

2. Mann, G. V., and Stare, F. J.: Nutritional Needs in Illness and Disease, J.A.M.A. 142:409 
(Feb. 11) 1950. 

3. McLester, J. S., and Darby, W. J.: Nutrition and Diets in Health and Disease, ed. 6, 
Philadelphia, W. B. Saunders Company, 1952, pp. 519-524. 

4. Levine, V. E.: The Blood Pressure of the Eskimo, Federation Proc. 1:121 (Mar. 16) 1942. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and is 
Nutrition of the American Medical Association. aT rr 
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American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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41 YEARS OF OUTSTANDING 
SERVICE TO THE PROFESSION 


F INE ENGINEERING and experi- 
ence in meeting the exacting needs 
of the medical profession are re- 
flected in the Burdick EK-2—your 


dependable aide in evaluating 
cardiovascular problems. 


Precision is the prime requisite in 
a diagnostic instrument, and with 
the Burdick EK-2 you can be sure 
of highest accuracy. Simplified 
controls are arranged for utmost 
convenience and there is continu- 
ous visibility of the record. 
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DIRECT- RECORDING 
ELECTROCARDIOGRAPH 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 








ROBERT J. JERMSTAD 
(Continued from Page 96) 


Dr. Jermsta’d was certified by the American Board of 
Pathology, and was a fellow of the College of American 
Pathologists and the American Society of Clinical 
Pathology. 


Surving are his wife, Lorine, and two sons, Robert, 
Jr., and Glen, both midshipmen at the U. S. Naval 
Academy, Annapolis, Maryland. 


DANIEL B. MARCUS, M.D., of Detroit, died Sep- 
tember 26, 1953, at the age of forty-five. 

Dr. Marcus was on the staff of Grace. Hospital, where 
he also served his internship. A native of Detroit, he 
was a graduate of Wayne University College of Medicine 
in 1931. Dr. Marcus was a member of the American 
Diabetic Association. 

He is survived by his wife, Rose, and parents, Mr. 
and Mrs. Leon Marcus of Detroit. 


BRYAN TROMBLEY, M.D., of Grosse Pointe, died 
September 15, 1953, at Santa Barbara, California, where 
he had been visiting. 

Dr. Trombley, fifty-seven, had been chief examiner 
for the department of street railways in Detroit for 
twenty-five years. He attended the University of Michi- 
gan and was a graduate of the Detroit College of 
Medicine and Surgery. 

He is survived by his wife, Wilma; two daughters, 
Mrs. Leonard Winter, and Marianne; a brother, Joseph 
Trombley, Jr., M.D., and a granddaughter. 


GORDON H. YEO, M.D., Big Rapid’s oldest prac- 
ticing physician, died September 15, 1953, at the age 
of sixty-six. 

Dr. Yeo was a native of Big Rapids and attended 
public school there before entering the University of 
Michigan. He was graduated from the University of 
Michigan School of Medicine in 1912. He served an 
internship in Calumet, Michigan. From there, he went 
to the Santa Tomas Hospital in Panama for one year, 
returning to practice in Barryton, Michigan, for a period, 
before finally settling in Big Rapids. 

During World War I, Dr. Yeo served in the Army 
Medical Corps, later returning to Big Rapids to resume 
his practice of medicine. Later, in 1926, he studied 
abroad in Austria, Switzerland, and France. 


Dr. Yeo was a member of the Alpha Kappa Kappa 
fraternity, University of Michigan Chapter; American 
Legion, Harry Kunze Post 98; 40 plus 8 Club; Big 
Rapids Board of Education; and also a member of the 
Board of Trustees of Ferris Institute. 

Surviving Dr. Yeo are his wife, Ernestine; a son, 
Gordon, a naval officer, Schenectady, New York; 4 
daughter, Ernestine, Grand Rapids; and a_ brother, 
Russell, Big Rapids. There are two grandchildren. 
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What are you looking for Doctor... 


It’s no fun for you to hunt through a drawer of leaflets 
looking for the name of a product you need. You'll save 


time by first checking Mallard’s list of fine pharmaceuticals. 


You'll find proven drugs specialties developed by our 
laboratories, plus many of the staple items you use daily. 
All are backed by 42 years reputation for finest quality 


and immediate delivery. 


Write for your copy of our new catalog. 


MALLARD 


INC. 





DETROIT 16, MICHIGAN 
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CORRESPONDENCE 


COSTS YOU NOTHING 


to have the Breon man call. 
Ask him about Breon's selling plan. 
It's tailor-made to save you 
money, time, and trouble. 


THE BREON PROGRAM 


Regularity of calls 
Top-quality injectables 
Full-line assortment buying 
Fast mail order service 


Use Breon's program and avoid 
shortages or overstocking . . -« 
get dependable pharmaceuticals 
that will please and satisfy you. 
Drop us a line — you'll be glad 
you did. Just fill in the coupon 
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Dear Wilfrid: 


We are enclosing a copy of the Attorney General’s 
Opinion on the Civil Service classification, Medical 
Technician ITI. 

Our own graduates, native sons and daughters, must 
have a license to practice medicine and yet under the 
guise of a Civil Service classification, we are allowing 
those who are not even citizens to violate the law. This 
practice certainly is not consistent with the policy of this 
Board, and we are in hopes that this Opinion will clarify 
and remedy the situation without necessitating any legal 
action. 

Therefore, we are calling on you for a little help in 
bringing this to the attention of those involved through 
the medium of your publication. We'll appreciate any- 
thing you may wish to publish to help us clear up this 
situation without any further unpleasantness. 


Yours truly, 


J. Eart McIntyre, M.D., 
Executive Secretary 
Michigan State Board of Registration 


Lansing, Michigan 
November 12, 1953 


* * * 


J. Earl McIntyre, M.D., Secretary 
State Board of Registration in Medicine 
Dear Dr. McIntyre: 


You have submitted to me a copy of Statement No. 
61016, issued by the Civil Service Commission, setting 
forth the qualifications for appointments and duties of 
a Medical Technician III. 

Among the duties listed, which are to be performed 
“under the direct supervision of a ward or staff physi- 
cian,” are the following: 

“Makes routine physical and mental examinations of 
patients. 

Makes daily rounds of assigned wards. 

Assists with medical treatments and surgery. 

_ Assists in performing autopsies and pathological serv- 
ices. 

Dictates progress reports on post-operative and medical 
patients. 

Attends diagnostic staff meetings and participates in 
the discussion.” 

You have asked whether any of the foregoing services 
would be within the definition of the practice of medicine 
as set forth in Act No. 237, Public Acts of 1899, as 
amended. 

You also state that the question arises as to whether 
hospitals and employing foreign unlicensed doctors “are 
seeking to circumvent the provisions of the statute as to 
medical licensure under the aegis of civil service protec- 
tion, and more important, whether the physician associ- 
ating with such unlicensed employee in his medical ac- 
tivities, is violating the provision of the statute prohibit- 
ing such associations.” 

I understand that your investigation has disclosed 
that these foreign doctors are definitely doing the same 
work as resident physicians who have to have at least 
a temporary license; and that medical technicians sign 
charts which are a permanent part of the hospital file; 
that they sign dismissals; that there is no organized train- 
ing program or instruction’ at most hospitals for training 
resident physicians, and that many doctors believe that 
the duties prescribed in this Civil Service Statement 
constitute the practice of medicine. 

Section 9 of Act No. 237, Public Acts of 1899, as 
amended, Mich. Stat. Ann., Sec. 14.539, defines “practice 
of medicine” as meaning “the actual diagnosing, curing oF 
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relieving in any degree, or professing or attempting to 
diagnose, treat, cure or relieve any human disease, ail- 
ment, defect, or complaint, whether of physical or mental 
origin, by attendance or by advice, or by prescribing or 
furnishing any drug, medicine, appliance, manipulation 
or method, or by any therapeutic agent whatsoever.” 

The medical practice act requires that anyone practic- 
ing medicine within the definition above quoted must 
be licensed, and there is no exception in said act for 
those who might be practicing under the supervision 
of a licensed physician. 

Whether a medical technician is practicing medicine 
is a question of fact. If the technician could perform 
the above stated duties without violating the act, the 
said duties would not be within the definition of “‘prac- 
tice of medicine.” Your board would be best qualified 
to determine whether the duties performed constitute 
the practice of medicine. Civil Service prescription could 
not contravene the medical act. 


Yours very truly, 

FRANK G. MILLARD 
Attorney General 

By ArtHuR T. IvERSON 
Deputy Attorney General 
EXAMINATIONS 


October 15, 16, 17, 1952 


November 5, 1953 





Lansing: Primary 34 Final 33 
June 10, 11, 12, 1953 

Detroit: Primary 82 Final 82 

Ann Arbor: Primary 145 Final 147 


EXAMINATION AVERAGES 
October 15, 16, 17, 1952 


Lansing 
Ryetvenamity CF DUCA ances. c..<nsessccsscesccsssenessevenenes 83.74% 
I I isin ha ctcnscishissesschenidsenonShonstinalbll 81.20% 
Out-of-State Medical Schools ....................::ccccsseees 84.66% 
SE SORMIIUINIII ienicinsiaicss'ijsuniptiniseaciebllb ctekacsdlbekcatnal 76.20% 


June 10, 11, 12, 1953 
Ann Arbor and Detroit 


IRENE I SIN 5, ccsssecvcnsnenscerenmmnceisieentioen ocbaiete 84.09% 
REE are me 81.80% 
I os Gichc si selbnieisdibapkonnindiabiieehnteneadan-onoain 83.89% 
SIE TITIES <1css-viciniecesidslnese-psitaidingintabiiieneageaaiiiicansal 81.97% 


J. Eart McIntyre, M.D. 
Executive Secretary 


* * * 


Dear Dr. Haughey: 


This year our fourteenth annual Parent Institute— 
Nursery School of the Michigan School for the Deaf will 
be held March 28 through April 3, 1954, on our campus. 

We are enclosing a copy of the Preliminary Announce- 
ment and our General Announcement bulletin. Dr. Jon 
Eisenson, director of the Speech Clinic at Queens Col- 
lege in New York, will be the banquet speaker this 
year. He will speak on the subject of Speech—lIts Devel- 
opment and Functions in the Child (Copy on request). 

We would like this information to reach as many in- 
terested people as possible and would appreciate it if 
you would make an announcement of this in your Janu- 
ary or February issue of the Michigan State Medical 
Journal. 

Your assistance will be appreciated. 

Sincerely yours, 
(Mrs.) Grace Schurr Poulos 
Field Representative 
Michigan School for the Deaf 
Flint, Michigan 
November 5, 1953 
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WHO 
SELECTS 


your clothes? 


YOU pick them out, of course. 
You pay for them, you wear them 
... but it’s important to know just 


who originally “buys” them. 


At KILGORE and HURD the 
“buyers” are the men who run 
and own the business . . . men of 
wide and pleasant acquaintance 

. . men whose tastes and activi- 
ties are, no doubt, very much like 
your own. That is why materials, 
colors, patterns in our clothing 
stocks maintain a standard of 


good taste so consistently depend- 
able. 








Dr. L. Fernald Foster, Secretary 
Michigan State Medical Society 


Dear Doctor Foster: 


It occurred to me that you might like to know of 
some of my activity in travelling about the State in the 
interests of medical education. 

During the last four years I have reached practically 
all the colleges in the State, and I believe that now the 
appropriate persons are fairly well informed in those 
schools in regard to the facts about preparation for and 
admission to the medical schools. A year ago I visited 
high schools and college campuses for the first time 
in the Upper Peninsula. I learned that there is a great 
deal of misinformation, some of it apparently malicious, 
in regard to medical school. I believe that my presence 
in some of those schools and my conversations with 
some of the school men may have been beneficial. 

Within the past two weeks I have visited about twenty 
high schools in the upper part of the Lower Peninsula. 
I also contacted many more school officials by means of 
meetings in conjunction with public school teachers 
meetings at Mt. Pleasant and Alpena. I spoke to two 
Rotary Clubs and enjoyed brief visits with physicians in 
several localities. My chief purpose was to ask the 
school people to encourage the proper youngster—at 
least not discourage—in his thinking of the medical 
profession. 

Apparently misinformation and rumors have led 
teachers from time to time to discourage those who 
might be aspiring to medicine. The more important of 
these bits of misinformation are as follows: 


1. That only one of ten or twenty applicants to 
Medical Schools are admitted. As a matter of fact 
the greatest disparity between applicants and places 
was 4.7 to 1 four or five years ago. This year the 
medical schools are accepting approximately one- 
half of the applicants. Of those who are not 
accepted, some will undoubtedly be admitted the 
following year, and most of the others probably 
should not be in medicine anyway. Very few 
properly qualified applicants to the University of 
Michigan Medical School were denied admission 
this past year. 

That thirty or forty per cent of the medical stu- 
dents are flunked out. The mortality of medical 
students from enrollment as freshmen to graduation 
is approximately ten per cent throughout the 
United States. At the University of Michigan we 
are currently losing fewer than that. Academic 
failure in this school, because of low intellectual 
capacity, is exceedingly slight. Most of the losses 
are withdrawals because of lack of motivation, or 
a failure of physical or mental health. 

That organized medicine restricts the size of 
medical schools in order to keep down the number 
of practitioners and thus competition. I have been 
glad to say at every opportunity that the Michigan 
State Medical Society had urged the two medical 
schools to enlarge and had urged the Legislature 
to furnish the facilities for that enlargement. The 
activities of the American Medical Association’s 
Council on Medical Education in assisting in the 
start of new medical schools, is also cited. 

That an applicant has to be the son of a doctor 
or have political and professional influence to be 
admitted to medical school. Only twenty-one 
graduates of the 1953 class of 139 were sons or 
daughters of doctors. Very little so-called 
“pressure” comes to the Admissions Committee of 
the Medical School. It is strongly resisted by the 
Admissions Committee, for this school is looking 
for those who give the best promise of becoming 
the most useful physicians. 

The medical schools favor the admission of ap- 
plicants from the large cities. This attitude is of 
course prevalent in upstate areas. My answer to 
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that has been that it hasn’t been a matter of 
favoritism that more are accepted from the cities 
in proportion to population than from the smaller 
communities. This is due to the fact that there 
are relatively few applicants from the small com- 
munities. The purpose of my visit in those areas 
of the State was to call that to the attention of 
responsible persons, and to suggest that one of 
the best means of increasing the supply of 
physicians in the small towns is to provide the 
applicants from those areas. 


The increasing concern about the means of financing 
a medical education by many good students is apparent, 
both at the high school and college level, and in the 
medical school itself. Though the University has a 
small amount of funds for financial assistance to needy 
medical students, it is recognized that the primary 
responsibility lies with the student. If his family cannot 
give him adequate support, others in the community 
may do so. After concurring with a few physicians 
individually and the discovery that many of them are 
personally supporting students in medical school, I 
suggest from time to time that students approach 
physician friends for advice on where to borrow money 
to complete their medical education. This approach 
has been quite fruitful, and it may be found advisable 
to consider a more extensive use of this suggestion. 

It seems to me that the visits I had with the school 
people and others in the several communities, have been 
successful. At least I personally enjoyed the opportunity 
of presenting facts to combat current false rumors. 


Sincerely yours, 


Wayne L. WHITAKER 
Assistant Dean, University of Michigan 
Medical School, Ann Arbor 


October 12, 1953 
January, 1954 
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“JUMPING THE GUN” 


To the Editor: 


It has been brought to the attention of the Board 
that some residents and interns are “jumping the gun”; 
in other words, they are taking night and Sunday calls 
and generally assisting private practitioners during their 
off-duty hours outside the hospital. 

This is in direct violation of the Medical Practice 
Laws of Michigan. 

It is not necessary for an intern to have a license for 
training purposes; however, he is still subject to the 
rules and regulations set forth by the Board and by 
statute. An intern may not practice without the con- 
fines of the hospital in which he is serving his internship. 

The resident or assistant resident has been given a 
temporary license for his postgraduate training within 
the hospital to which he has been assigned only. The 
temporary license does not allow for the practice of 
medicine without the confines of the hospital, nor does 
it allow for assisting a private practitioner which con- 
stitutes the practice of medicine without licensure even 
though in the capacity of an assistant. 

The Medical Practice Laws are for the protection of 
you, the doctor, as well as the public and certainly it 
is worth our while to abide by them. 

MICHIGAN STATE Boarp OF 
REGISTRATION IN MEDICINE 


J. Eart McIntyre, M.D. 
Secretary 





What evidence there is does not indicate that the 
patient with a cancer of the esophagus, stomach or colon 
has a definite diagnosis made any earlier in the course 
of his tumor than he did twenty years ago. 
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MICHIGAN AUTHORS 


Bruce D. Graham, M.D., and George H. Lowrey, M.D., 
Ann Arbor, are the authors of an article entitled ‘““Chemi- 
cal Findings in Infants Born of Diabetic Mothers: A 
Preliminary Report” published in University of Michi- 
gan Medical Bulletin, October, 1953. 

Daniel C. Hunter, Jr., M.D. and Hodge N. Crabtree, 
M.D., are authors of an article entitled “Carcinoma of 
the Thyroid: Factors in Prognosis and Therapy” pub- 


lished in University of Michigan Medical Bulletin, Oc- 
tober, 1953. This is an abstract of an article presented 
by Dr. Crabtree at the tenth annual meeting of the 
Central Surgical Association in March, 1953, and pub- 
lished in the Archives of Surgery, 67:175-186, 1953. 


Carey P. McCord, M.D., Ann Arbor, is the author of 


an article entitled “Lead and Lead Poisoning in Early 
America,” published in Industrial Medicine and Surgery, 
November, 1953. This is the second of a series of nine 
items appearing in consecutive issues of this journal. 

Alexander Blain III, M.D., Nester A. Flores, M.D., and 
Francis Gerbasi, M.D., are authors of an article entitled 
“Present Status of Peripheral Neurectomy For Pain in 
Obliterative Arterial Disease’ published in Journal of 
the American Geriatrics Society. 

Harry C. Saltzstein, M.D., Murray S. Mahlin, M.D., 
and Schayel R. Scheinberg, M.D., are authors of an 
article entitled “Bleeding Peptic Ulcer” published in 
Archives of Surgery, July, 1953, and reprinted in Current 
Medical Digest, November, 1953. 


Z. F. Endress, M.D., (Oakland County) is the author 
of an article entitled “Traumatic Mediastinal Hematoma” 
published in the American Journal of Roentgenology, 
Radium Therapy and Nuclear Medicine, October, 1953. 

M. J. Steinhardt, M.D., and G. S. Fisher, M.D., De- 
troit, are authors of an article entitled “Cold Urticaria 
and Purpura as Allergic Aspects of Cryoglobulinemia,” 
published in The Journal of Allergy, St. Louis. July, 
1953. 

Samuel J. Levin, M.D., F.A.C.A., Detroit, is the author 
of an article entitled “Acth in Gelatin Clinical Results 
with Repository Adrenocorticotropic Hormone in Allergic 
Diseases,” published in Annuals of Allergy, March-April, 
1953. 

Charles S. Stevenson, M.D., Detroit, is the author of 
an article entitled “The Diagnosis of Occult Ectopic 
Pregnancy” presented as the Oration in Surgery, annual 
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meeting of the Illinois State Medical Society, Chicago, 
May 21, 1953, and published in The Journal of the 
Illinois Medical Society, November, 1953. 

Ralph F. Turner, East Lansing, Michigan, is the au- 
thor of an article entitled “The Role of the Police 
Scientist in a Medical Legal Investigation” published 
in the Illinois Medical Journal, November, 1953. 


B. A. Getting, M.D., Ann Arbor, is the author of 
an original article “The Family Physician and the 
Public Health Department” which appeared in JAMA 
of September 26. 

+ * * 

The 82nd Annual Meeting of the American Public 
Health Association is scheduled for Buffalo, New York, 
October 11-15, 1954. 

+ * * 

The Fifth Annual International Group of Doctors in 
Alcoholics Anonymous will meet May 14-15-16, 1954, 
at the Mayflower Hotel, Akron, Ohio. For information 
and reservations, write Doctors, Mayflower Hotel, Ak- 
ron, Ohio. 

* * * 

More than $100,000 has been allocated by the Michi- 
gan Heart Association for heart research studies during 
the current fiscal year. 

« * * 

Division of Hospital Facilities, FSA, reports that as 
of November 13, 1953, the following new projects had 
been approved for Hill-Burton grants in the state of 
Michigan: 


Completed and in operation: 35 projects at a total 


- cost of $33,085,443, including federal contribution of 


$12,292,815 and supplying 2,024 additional beds. 

Under construction: 17 projects at a total cost of 
$14,549,819, including federal contribution of $5,121,072 
and designed to supply 673 additional beds. 


Approved but not yet under construction: 1 project 
at a total cost of $3,461,000, including $800,000 federal 
contribution and designed to supply 225 additional 
beds. ae ie wal 

A general construction contract in the amount of 
$587,450 has been awarded by the Veterans Admin- 
istration for the conversion of part of the VA Hospital 
at Dearborn, Michigan, to the care of tuberculous vet- 
erans. 
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The 1954 Annual Postgraduate Convention sponsored 
by the Alumni Association of the School of Medicine, 
College of Medical Evangelists, is scheduled for the 
Biltmore Hotel in Los Angeles, February 23-24-25, 
1954. Address your request for information to Man- 
aging Director, Walter B. Crawford, 316 N. Bailey 
Street, Los Angeles 33, California. 


* * * 


The Cardiovascular Surgeons’ Club met Friday, 
November 20, in Detroit. The morning program ‘con- 
sisted of an operative clinic at Henry Ford Hospital 
by Conrad R. Lam, M.D.: “Aortic Dilatation”; Emerick 
Szilagyi, M.D.: “Aortic Graft”; Leo Kenney, M.D.: 
“Mitral Commissurotomy.” 

Inspection of the Henry Ford Hospital Blood Vessel 
Bank and visit to the Laboratory of Experimental Surgery, 
preceded the luncheon served by courtesy of the Surgical 
Staff of the Hospital. 

In the afternoon, case presentations were given at 
Alexander Blain Hospital on Portal Hypertension: 
Joseph A. Witter, M.D. and Kenneth N. Campbell, M.D. 
—“Hepatic and Splenic Artery Ligation’; James B. 
Blodgett, M.D. and Prescott Jordan, Jr.,. M.D.—‘“Porta 
Caval and Spleno-Renal Anastomosis ;” 
Osius, M.D.—‘Phlegmasia Cerulea Dolens”’ 
Arena, Jr., M.D.—“Experimental Frostbite”; Roger F. 
McNeill, M.D.—“Aortic Arch Aneurysm, Patent and Per- 
icardial Effusion, Post Mitral Commissurotomy, Com- 
missurotomy through Mural Thrombus”; Raymond R. 
Kanagur, D.S.C., M.D.—“‘The Chiropodist and the Vas- 
cular Surgeon” ; Alexander Blain III, M.D.—“‘Splanchnic- 
ectomy and Adrenalectomy in Essential Hypertension.” 

* * * 


Discussions of interest to medical schools and licensing 
boards will be aired at the 50th annual Congress on 
Medical Education and Licensure, February 7, 8 an 9 at 
the Palmer House, Chicago. Conducted under the aus- 
pices of the AMA’s Council on Medical Education and 
Hospitals and the Federation of State Medical Boards 
of the United States, the Congress program will be 
built around a golden anniversary theme. More than 
500 medical educators, officers and members of state 
licensing boards and others interested in post graduate 
medical education are expected to attend. 


* * * 


Officers of the Michigan Allergy Society for 1953-54 
are: President, Donald S. Smith, M.D., Pontiac, Michi- 


Eugene A. 
; Joseph A. 


‘gan; Vice President, Joseph H. Shaffer, M.D. Detroit, 


Michigan; Secretary, Sidney Friedlaender, M.D., Detroit, 
Michigan. The next meeting of the Society will be 
held in Detroit on January 20, 1954 at which time Dr. 
Elvin A. Kabat, Ph.D., Professor of Microbiology, Col- 
lege of Physicians and Surgeons, Columbia University, 
New York, New York, will address the group on “Quan- 
titative Immunochemistry in the Study of Allergic Re- 
acti@ens,” 
* * * 

Max Karl Newman, M.D., Detroit, was a speaker at 
the First National Meeting of Physical Medicine and 
Rehabilitation, October 30, 1953, at the University of 
Mexico, Mexico City. The topic was “Electromyography 
—Its Clinical Application”. 
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Beautiful grounds facing the Detroit River 


A private hospital devoted to com- 
munity service in the diagnosis and 
treatment of emotional problems. All 
accepted psychiatric therapies. An 
established outpatient department 
in diagnostic and therapeutic serv- 
ices for referring physicians and 
agencies. 





Detroit Medical Hospital 


7850 East Jefferson Avenue 


Registered by the 
American Medical Association 
and 
American College of Surgeons 


Licensed by the 
Department of Mental Health 


Detroit Medical Hospital 


LORAIN 7-7100 
7850 E. Jefferson Ave., Detroit 14, Michigan 








After refusing to accept transfer to another assign- 
ment, Miss Jane Hoey was officially discharged from her 
post as director of the Bureau of Public Assistance in 
the Department of Health, Education, and Welfare. 
Miss Hoey, a Democrat, had held the position for eighteen 
years. The Bureau has an annual budget in excess of 
$1.3 billion, spent in grants to states for the needy aged, 
the blind, dependent children, and the totally and per- 
manently disabled. About $50 million is for various 
medical programs. 

The issue was whether the post is purely administra- 
tive or policy-making. Miss Hoey maintained that it 
was not policy-making, therefore that she was not re- 
quired to give way to an administration appointee. The 
Civil Service Commission ruled that the job properly 


belonged in Schedule C, because it is policy-making.’ 


Miss Hoey was removed November 3, six months after 
the commission ruling. 

Secretary Hobby said the removal action in no way 
reflects on Miss Hoey’s record of service in welfare 
work. The ousted official said she had enough accrued 
annual leave to carry her through to January, when 
she will qualify for a higher retirement bracket—-AMA 
Washigton News Letters. 


* * *% 
When Congress reconvenes this month, it may be 
asked to liberalize federal income tax deductions for 


medical expenses. This is one of the suggestions ex- 
pected to be made by the staff of the House Ways and 
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Means Committee, which has been working on tax amend- 
ments since last summer. 

Under present law adjusted, taxpayers may deduct only 
that part of medical expenses in excess of 5 per cent 
of gross income. The committee staff is considering 
proposing that this be changed to 3 per cent. It is 
estimated that the government would lose $150 million 
in revenue annually if this restriction is eased. 

Another modification under discussion would eliminate 
the maximum limitation on medical expense deductions. 
Now it is $1,250 per year for a single person, $2,500 
for one with one dependent, $3,750 for a married couple 
with one dependent, and $5,000 for a married couple 
with two or more dependents. It is pointed out that 
so few persons contract medical care bills of such size 
that the revenue loss to the government would be neg- 
ligible. The committee staff also contemplates recom- 
mending raising the $600 earnings limitation on de- 
pendents who are students. The suggestion is to lift 
this ceiling in the case of students, so parents can con- 
tinue to claim them as dependents even if their earnings 
exceed the $600.—AMA Washington News Letter. 


* * * 


Editors and business managers of the various state 
medical journals came to AMA headquarters on Nov- 
ember 9 and 10 for the 1953 State Medical Journal 
Conference. With a total registration of 131, represent- 
ing publications from Maine to Hawaii, the two-day 
seminar offered a wide coverage of subjects. Of particu- 
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lar interest to the editors and their assistants were talks 
by Paul de Kruif, Dr. Julian P. Price, Fred C. Sands 
of the Schering Corporation, and Prof. Paul D. Bagwell, 
head of the department of communications skills, Michi- 
gan State College. 

The business representatives gave careful consideration 
to the ideas presented by Dr. Austin Smith; R. Blayne 
McCurry of Abbott Laboratories; William T. Coulter of 
Bruce Publishing Company; Alfred J. Jackson, who made 
a general report on the State Journal Advertising Bureau; 
Kenneth B. Butler of the Butler Typo-Design Research 
Center, and Gilbert S. Cooper of the AMA specialty 
journals, who suggested new techniques which will doubt- 
less be reflected in several of the journals. 

Highlight of the Monday evening session at the Hotel 
Knickerbocker was the talk given by Kenneth McFarland, 
Topeka, Kansas, educational consultant and lecturer for 
General Motors. 

Dr. L. Fernald Foster, Bay City, Michigan, was chair- 
man of the program which was moderated by other 
members of the SJAB advisory committee. 

Noteworthy among the many letters of appreciation 
directed to Mr. Jackson, as director of the SJAB, were 
those from new personnel of the journals. They have 
been frank in saying that as a result of the conference 
they gained a better perspective for their own publications. 
—AMA Washington News Letter. 


* * * 


Ways of keeping well workers well and on-the-job 
are among the topics to be considered by representatives 


of labor, management and medicine at the 14th annual 
Congress on Industrial Health. Sponsored by the AMA’s 
Council on Industrial Health, the Kentucky State Medi- 
cal Association and a number of additional national and 
regional groups interested in health and safety for the 
smaller industrial plant, the meeting will be held Febru- 
ary 24 and 25 at the Brown Hotel, Louisville, Kentucky. 

In addition to the above subjects, the program also 
will be devoted to consideration of the control of emer- 
gencies in industrial plants and the community as well 
as other technical problems of current interest in the 
industrial health field. Two special features will be 
a workshop on emphysema with reference to coal miners 
and a conference on union and management sponsored 
health centers. 

A pre-conference planning session will be held Feb. 
23 for chairmen of state medical society industrial 
health committees and Council members to review 
progress during the past years and to determine future 
action. 

* * * 

The Atomic Energy Commission has granted the Uni- 
versity of Michigan a renewal of its contract for the 
continuation of its research in “Clinical Evaluation of 
Teletherapy”, which is being conducted by F. J. Hodges 
and Isadore Lampe. 

* * * 

Polio Vaccine.—A nationwide study to determine the 
effectiveness of a polio vaccine in preventing paralytic 
polio will get underway in one or more southern states 
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Specialists in the 

Treatment of Alcoholic Addiction 
Treatment of the “problem drinker’’ is more than a 
sobering-up process; jt is a rehabilitative procedure which 

must be tailored to the needs of the individual. 
Years of intensive research and specialized clinical experi- 
ence enable us to follow through in all phases of modern 
restorative treatment—gradual withdrawal, physical 
rehabilitation, re-orientation and re-education. 
You may refer female as well as male patients 
—we are also equipped to care for narcotic 
or barbiturate addiction. Moderate rates; 
treatment period sometimes shortened 
to just two weeks. 


Registered by the American Medical Assn. 
Member of the American Hospital Assn. 


THE KEELEY INSTITUTE 
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during the week of February 8, 1954. Prior to this 
date, Dr. Jonas E. Salk, Research Professor of Bacteri- 
ology at the University of Pittsburgh—the research 
grantee of the National Foundation, who developed the 
vaccine—will have resumed his immunization studies in 
Allegheny County, Pennsylvania with vaccination of 
5,000 to 10,000 additional children. This was an- 
nounced today by Basil O’Connor, president of the Na- 
tional Foundation for Infantile Paralysis. 


In a gradually expanding program, more than two 
hundred counties throughout the United States will be 
involved before the mass vaccination project ends by 
June 1, 1954. During that period, 500,000 to 1,000,000 
school children of the second grade will have taken part 
in one of the largest studies of its kind ever undertaken. 
Participation will be om a voluntary basis with the con- 
sent of the child’s parents or legal guardians. Final 
results of the evaluation study are not expected until 
some time in 1955. 


In general, school children of the second grade will 
be vaccinated during a non-epidemic period and then 
observed during a subsequent polio epidemic to evalu- 
ate the protective effects of the vaccine. The basic 
factor for determining the protective effects of the vac- 
cine will be a comparison of the incidence of paralytic 
polio in the vaccinated group with that of children in 
the first and third school grades. 


In the counties selected for the study, local physicians 
will administer the vaccine under the supervision of the 
county health officer. Members of the National Founda- 


tion’s 3,100 chapters will participate as volunteers in 
providing the many non-professional services required 
in the mass vaccinations. 
groups also will play a leading role in easing the task 
of vaccinating a half million or more children in hundreds 
of communities throughout the nation. 


* * 


Louis N. Katz, M.D., Chicago, will conduct a course 
in electrocardiographic interpretation for graduate phy- 
sicians at the Michael Reese Hospital, beginning Febru- 
ary 3 and continuing each Wednesday thereafter from 
7:00 to 9:00 p.m. for twelve weeks. For further infor- 
mation, write Mrs. Rivian H. Lewin, Administrative 
Secretary, Cardiovascular Department, Medical Re- 
search Institute, Michael Reese Hospital, Chicago 16, 
Illinois. . 


Other community and civic ' 





The sincere thanks of the Michigan State Medi- 
cal Society goes to the Wayne County Medical 
Society for loaning its excellent portrait of Dr. 
William Beaumont for use during the summer 
months in the Beaumont Memorial on Mackinac 
Island. The Memorial is to be dedicated on July 
17, 1954. 











Twenty-seven million people are now enrolled in Blue 
Shield medical care plans, according to a report from 
the Blue Shield Commission of Chicago. 





PANELS ON TIMELY TOPICS. 


MEDICAL COLOR TELECASTS. 


TEACHING DEMONSTRATIONS. 


EXHIBITS. 





ANNUAL CLINICAL CONFERENCE 
CHICAGO MEDICAL SOCIETY 
March 2, 3, 4, 5, 1954 


DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS on 
subjects of interest to both general practitioner and specialist. 


SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving TECHNICAL 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should be a MUST on the 
calendar of every physician. Plan now to attend and make your reservation at the Palmer House. 


Palmer House, Chicago 
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Telephone: Brighton 7-6791 


A 25 Bed Hospital for Alcoholics 
Owned and Operated by 


WALTER E. GREEN, M.D., Medical Director. 
J. GRAYSON HYDE, Business Manager 





BRIGHTON HOSPITAL 


12851 East Grand River Avenue (U.S. 16) Brighton, Michigan 


MICHIGAN ALCOHOLIC REHABILITATION FOUNDATION 


No patients admitted unless sponsored by family physician, a member of 
Alcoholics Anonymous, pastor or other recognized agency. 


No patients admitted for less than 5 days treatment. 
Competent medical direction and experienced nurses. 


RATES—$95.00 for first 


Medical care, Medicines, etc. 





MICHIGAN 
ALCOHOLIC 
REHABILITATION 
FOUNDATON 


OFFTCERS AND TRUSTEES 


Harry Henderson, President 
Hon. Frank Picard, Vice-President 
Philip Neudeck, Vice-President 
Chas. L. Kendrick, Secretary 
T. Allen Smith, Treasurer 

Dr. Charles S. Kennedy 

Hon, Miles N. Culehan 

Jack Schafer 

Nathaniel L. Goldstick 
Benjamin Burdick 

Carolyn Fenwick 

Comm’r. Donald Leonard 
Hon. W. McKay Skillman 
Milton Petrie 


The Michigan Alcoholic Rehabili- 

tation Foundation is a non-profit 

organization devoted to the proper 

hospitalization of alcoholics seek- 
ing to stop drinking. 


Contributions to the Foundation 
are deductible and should be sent 
to 2379 National Bank Bldg., 


days, including Detroit 26, Michigan. 











The Woman’s Auxiliary of the United States and 
Canadian sections of the International College of Sur- 
geons recently set aside $6,500 for grants for surgical 
fellowships, $3,000 to finance study abroad by an Ameri- 
can or Canadian surgeon; $3,000 for study in the United 
States or Canada by a foreign surgeon; and $500 to 
be given to a senior medical student at the University 
of British Columbia, in Vancouver, B. C. 

* * * 

John M. Sheldon, M.D., Ann Arbor, is one of the 
trustees of the newly established American Foundation 
for Allergic Diseases with offices in New York City. 

Congratulations Dr. Sheldon! 


* * * 


The fourth Sectional Meeting of the American Col- 
lege of Surgeons is scheduled for French Lick Springs, 
Indiana, March 15-16-17, 1954. In addition to medical 
motion pictures, the scientific program will 
many prominent speakers. 

On Monday, March 15, papers will be presented by 
K. W. Warren, M.D., Boston; M. I. Marks, M.D., 
E. V. Hahn, M.D., and W. H. Norman, M.D., and 
J. E. Pilcher, M.D., Indianapolis; R. A. Reis, M.D., 
Chicago; D. A. Bickel, M.D., South Bend; Curtis Ty- 
tone, M.D., New Orleans; R. E. Campbell, M.D., Madi- 
son; W. H. Cole, M.D., and K. W. Warren, M.D., 
Boston; J. M. Leffel, M.D., and W. D. Gatch, M.D., 
Indianapolis. 

The Tuesday program features papers by C. S. Cul- 
Pertson, M.D., South Bend; H. B. Schumacker, Jr., 


include 
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M.D., Indianapolis; W. H. Cole, M.D., Chicago; Major 
Edward J. Jahnke, Jr., WSAF; W. N. Wishard, Jr., 
M.D., Indianapolis. 

The Tuesday afternoon panel discussions will feature 
W. G. Maddock, M.D., Chicago; J. O. Ritchey, M.D., 
Indianapolis; E. H. Ellison, M.D., Columbus; Wm. Re- 
quarth, M.D., Decatur; P. D. Wilson, New York; 
K. A. Fischer, M.D., Louisville; H. B. Lacey, M.D., 
Columbus; C. E. Badgley, M.D., Ann Arbor, and J. A. 
Dickson, M.D., Cleveland. 

The Tuesday evening program will present George 
Crile, Jr.,. M.D., Cleveland; Frank Glenn, M.D., New 
York; Curtis Tyrone, M.D., New Orleans; J. D. Thomas 
Rogers, M.D., Urbana, and C. D. Branch, M.D., Peoria. 


* * * 


The Michigan Academy of General Practice recently 
elected the following officers: K. L. Swift, M.D., De- 


troit, president; K. W. Toothaker, M.D., Lansing, 
president-elect, and R. F. Fenton, M.D., Detroit, sec- 
retary-treasurer. F. E. Luger, M.D., Saginaw, was 
named delegate to the national academy, and John R. 
Rodger, M.D., of Bellaire, alternate delegate. 

* * * 

Harold C. Mack, M.D., Detroit was recently elected 
president of the Central Association of Obstetricians 
and Gynecologists. 

Congratulations, Dr. Mack! 

* * * 

The ethical man regards his business or profession 

as an opportunity to serve society as well as a means 
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of material gain. He maintains the dignity of his calling 
by adopting and promoting the highest standards of 
ethics and works continuously for the elimination of all 
questionable practices in his business or profession. 

He accepts no advantage. He never abuses or betrays 
a trust. He recognizes that any sound transaction must 
be governed by practices which bring satisfaction to 
all, striving to serve beyond the strict measure of duty 
or obligation. He is a true Rotarian at heart—The 
Scandal Sheet. 


* * * 


A new thirteen-week Medical Television Show spon- 
sored jointly by the Washtenaw County Medical Society 
and the Michigan State Medical Society opened No- 
vember 12, 1953, over Station WPAG-TV, Ann Arbor. 
The show will be produced every Thursday at 8:30 
p-m. over Channel 20. The half-hour shows will use 
films from the American Medical Association, the Michi- 
gan State Medical Society, and from private and state 
sources. 





ORGANIZED MEDICINE AND 
ORGANIZED PUBLIC HEALTH 


(Continued from Page 67) 


is meant by rest; and by helping the mothers to 
plan gradual activities under the private doctor’s 
orders. She can also help private physicians by 
providing health teaching for his patients. She 


can teach the need for routine examinations, can 
translate diet suggestions into menus, and she can 
explain to the private physician home situations 
which may influence the physical and menta] 
health of his patient. 


In conclusion let me suggest that. by making 
use of its social arm, the public health profession. 
the medical profession will find a strong ally when- 
ever it becomes necessary to disseminate health 
education and to guide public opinion. I will 
close by quoting an editorial from the New Eng- 
land Journal of Medicine: “The character of 
medical practice is progressing, and its practition- 
ers must progress with it. There will ‘always be 
illness to be treated, lives to be ushered into the 
world and departures to be eased, but the first 
function of the physician should become the pre- 
vention of disease or its recognition in its earliest 
stages, and the maintenance of health. 


“When the private practitioner and the public 
health officer can see their duties as mutually inter- 
dependent parts of the general plan to benefit the 
health and happiness of all mankind, then another 
step will have been taken in the direction of an 
attainable millennium.” 








YS  _enger ee > 


Recommended by Eminent Michigan Physicians 
* 


FLAVOR MELLOWED 4 YEARS IN WOOD 


GINGER ALE 





Wii } 
y / fi 
Wf 
Yj | 
y | 
Y / i 
YU Y / i] 
/ / } 
f 
t}) / | 
i}, | 
# i] lama HH 
" try HT 
| 
| 
Hy] 
Wing WL JI 
h ur 4 
Up [ 
G RCuseg oe 
4 
/ 
/ Pa 
iy 
i 
" Pa 


A PREFERRED BEVERAGE FOR HOME AND HOSPITAL 


Developed by Michigan’s First Registered Pharmacist 
“ 
° 


PEE IE IE EOE OIE EOE EDIE EE YE LEE YE YEE YAE. 


Say you saw it in the Journal of the. Michigan State Medical Society 












ns, can 
he can 
uations 
mental] 


making 
fession. 
-when- 
health 
I will 
v Eng- 
cter of 
ctition- 
vays be 
ito the 
1e first 
ne pre- 
earliest 


public 
y inter- 
efit the 
nother 
. of an 


———_— 


i i i i i i i i, i, di di i Bd 


JMSMS 





THE DOCTOR'S LIBRARY 

















Acknowledgment of all books received will be made in this column, 
end this wil 


be deemed by us as full compensation to those 


sending them. A selection will be made for review, as expedient. 


CURRENT THERAPY 1953; Latest Approved Methods 


of Treatment For The Practicing Physician. Editor, 
Howard F. Coon, M.D.; Consulting Editors: M. 
Edward Davis, Vincent J. Derbes, Garfield G. Duncan, 
Hugh J. Jewett, Wm. J. Kerr, Perrin H. Long, H. 
Houston Merritt, Paul A. O’Leary, Walter L. Palmer, 
Hobert A. Reimann, Cyrus C. Sturgis, and Robert H. 
Williams. Philadelphia: W. B. Saunders Co., 1953. 
Price $11.00. 


This text follows the over-all format and plan of the 
previous printings and serves to bring to the doctor the 
very latest in the fields of therapeutics. The present 
volume has 209 new contributions, eleven of which are 
from the two Medical Schools in our own state. Much 
of what was in the previous edition is necessarily in- 
cluded as it is obvious that radical changes in the 
therapy of certain diseases will not occur each year. 
However, it is of interest, and important, to know whether 
changes have occurred or not. The authors have’ dis- 
cussed their present methods of treatment whether it is 
a long established and proved procedure or a new 
advance. This gives the busy doctor a ready reference 
for detailed advice and as such this text is a valuable 


addition to his library. G.ws 


THE DOCTOR’S LIBRARY 


SYNOPSIS OF PEDIATRICS. By John Zahorsky, A.B., 


M.D., F.A.A.P., Professor Emeritus of Pediatrics and 
formerly Director of the Department of Pediatrics, St. 
Louis University School of Medicine, and formerly 
Pediatrician-in-Chief to the St. Mary’s Group of Hos- 
pitals; Fellow of the American Academy of Pediatrics. 
Assisted by T. S. Zahorsky, B.S.. M.D., Senior Instruc- 
tor in Pediatrics, St. Louis University School of Medi- 
cine, and Assistant Pediatrician to the St. Mary’s Group 
of Hospitals. Sixth edition with 158 text illustrations 
and 9 color plates. St. Louis: The C. V. Mosby Com- 
pany. Price $6.00. 


The sixth edition of this book is practically identical 


to the previous edition with but few changes. These, 
however, are mostly an attempt to bring treatment up 
to date by inclusion of the newer drugs and the addition 
of an appendix briefly covering medical emergencies. 
There are no new illustrations. The book continues to 
be of a general informative nature. 


J.L. 


NUTRITIONAL STUDIES IN ADOLESCENT GIRLS 


AND THEIR RELATION TO TUBERCULOSIS. 
By Joseph A. Johnston, M.D., Pediatrician-in-Chief 
Henry Ford Hospital and the Edsel B. Ford Institute’ 
for Medical Research, Detroit, Michigan. Springfield, 
Illinois: Charles C Thomas, 1953. Price $7.50. 


The author’s work in nitrogen-calcium balance in 
gs 


periods of growth is well known. These metabolic studies 
over a period of twenty years are now recorded in this 
excellent book, which is written in an effort to show that 
the increase in the adult form of tuberculosis in adoles- 











Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 





— 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 





SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 









Fully Approved by the 
American College of Surgeons 

















January, 1954 


Say you saw it in the Journal of the Michigan State Medical Society 






113 










THE DOCTOR’S LIBRARY 





Plainwell 


Sanitarium 


PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 


Professional care for the nervous 
and mentally ill. 


Telephone 284] 





Restful Six-acre Estate Overlooking the Kalamazoo River. 





cence is related to a failure to meet the nutritional re- 
quirements for growth in this period. 

In the tuberculosis patients studied, the author estab- 
lishes a correlation between the adequate storage of 
nitrogen and calcium and a favorable course of the 
disease. 

The role of rest, activity, endocrines, vitamins and 
foci of infection in the healing process is considered. 
The book is a “must’’ for nutritionists, pediatricians and 
other workers in the field of tuberculosis. R.J.S. 


RHEUMATIC DISEASES. Based on the Proceedings 
of the Seventh International Congress on Rheumatic 
Diseases. Prepared by the Committee on Publications 
of the American Rheumatism Association. Charles H. 
Slocumb, M.D., Chairman; Howard F. Polley, M.D., 
Wm. D. Robinson, M.D., Richard T. Smith, M.D., 
Charles Ragan, M.D., Edward F. Rosenberg, M.D., 
and Carlos Sacassa, M.D. Illustrated. Philadelphia: 
W. B. Saunders Co., 1952. Price, $12.00. 


Most of the talks or abstracts of the talks that were 
given at the Seventh International Congress on Rheu- 
matic Diseases are included in this volume. A great 
many fields of interest are served in these pages, and 
many points of view appear. There are listed 195 
contributors from all over the world, seven of which 
are from Michigan. Subject matter ranges from the 
histology and biochemistry of connective tissue to hor- 
mone therapy, physical rehabilitation, psychogenic rheu- 
matism, orthopedic surgery, serologic studies, etc. 

General information about rheumatic diseases, rheu- 


matic fever, rheumatoid arthritis and closely related 
syndromes, fibrositis, psychogenic rheumatism, osteo- 
arthritis, various modes of therapy, other less common 
types of rheumatic disease and laboratory and _investi- 
gative studies are adequately covered in twenty chapters, 
All of this is not only of value to the physician and 
laboratory man, but also of value in delineating our 
present status in an ever changing and difficult field 
of study. 

G.WS. 


MODERN TREATMENT—A GUIDE FOR GENERAL 
PRACTICE. By fifty-three authors. Edited by Austin 
Smith, M.D., Editor of The Journal of the American 
Medical Association, and Paul L. Werner, M.D., Secre- 
tary, Committee on Research, American Medical 
Association. New York: Paul B. Hoeber, Inc., Medi- 
cal Book Department of Harper & Brothers. 1953. 
Price $20.00. 


Here, truly, is a comprehensive volume of some 1100 
pages designed to give the general practitioner a useful 
and authoritative guide to the clinical problems in ther- 
apy as is encountered in his daily practice. The contrib- 
uting authors are of great experience and they adequately 
present the most effective treatment, and in instances 
where necessary, alternative forms of treatment are also 
considered. The chapters have been organized to present 
the information in a logical sequence and each chapter, 
also, is made sufficiently complete to stand by _ itself. 
This is of tremendous value to the busy physician. 

Certain chapters have been included which one ordi- 
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HACK’S FOOT NOTES 


Shoe Information for the Profession 
PUBLISHED BY THE HACK SHOE CoO. 
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19170 Livernois 
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in causing static-explosions. 
All Hack Shoes are leather-soled. 


*GREENE, B.A.: 
Anesthesiology 13:203-209 (March) 1952. 





ANESTHESIA AND LEATHER -SOLES 


Greene* objects to the exclusion of leather-soled shoes from the operating room, 
stating, “The majority of anesthesiologists have long regarded the practice of wearing 
leather-soled shoes as a safe one.” He contends that such shoes have never been a factor 


The Place of Leather Soled Shoes in the Prevention of Anesthesia Explosions, 
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MICHIGAN'S 
OUTSTANDING 
PHYSICIANS’ 
and 
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CENTER 
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1928 





Medical Arts Surgical Supply Company 


A Quarter Century of Service 


AMPLE 233 WASHINGTON S. E. 
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narily does not find in such books because it was felt 
that such subjects as principles of pharmacology, im- 
munity, radiology, surgery, laboratory procedures, physi- 
cal medicine, psychosomatic medicine and _ inhalation 
therapy, wherein applicable, were necessary to carry out. 
therapy in general practice intelligently and successfully. 
There are fifty-one chapters, ranging from “The Patient- 
Physician Relationship” to ‘Poisoning by Pesticides.” 
The format is excellent and the type is large which makes 
for ease of reading and comprehension. The charts, tables 
and diagrams are adequate in number and are very well 
prepared. This book can be highly recommended. 
G.W3S. 


ENCYCLOPEDIA OF ABERRATIONS. A Psychiatric 
Handbook. Edited by Edward Podolsky, M.D., State 
University of New York Medical College. Foreword 
by Alexandra Adler, M.D., New York University Col- 
lege of Medicine. 550 pages. New York: Philosophi- 
cal Library. 1953. Price $10.00. 


This volume is an innovation in its attempt to cover 
all the basic manifestations of aberrational behavior, in- 
cluding such components as sexual; mental, emotional, 
character, religious, instinctual, social, sensory, intellec- 
tual and perceptive. The gamut of irregularities are cov- 
ered alphabetically from abasia to zoosadism. Space is 
devoted to the discussion of hallucinations, delusions and of 
more complex mental disturbances. Much of this material 
Consists of magazine articles reprinted from neuropsychi- 
atric and psychoanalytic journals. Apparently there has 
been no re-editing of these articles—they are merely in- 
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corporated as reprints. The definitions have been based 
on the Freudian school of psychoanalysis which because 
of its. limitations delimits the use of the word “encyclo- 
pedia.” 

Possibly an exhaustive work on this subject could 
not have been contained in one volume. It would seem 
preferable to have had several volumes than to have it 
limited to its present degree. The price is high. 

G.K.S. 


ELECTROCARDIOGRAPHY IN PRACTICE. By 
Ashton Graybiel, M.D., Captain, Medical Corps, Unit- 
ed States Navy; Director of Research, United States 
Naval School of Aviation Medicine, Pensacola, Florida; 
Paul D. White, M.D., Executive Director, National 
Advisory Heart Council, Consultant in Medicine, 
Massachusetts General Hospital; Louise Wheeler, 
A.M., Executive Secretary of the Cardiac Laboratory, 
Massachusetts General Hospital, and Conger Williams, 
M.D., Instructor in Medicine, Harvard Medical 
School, Associate Physician, Massachusetts General 
Hospital. Third Edition. 294 figures. Philadelphia: 
W. B. Saunders Co., 1952. 


The authors’ last previous edition was published in 
1946, and during the ensuing years the interest and in- 
vestigation in the field of electrocardiography has rapidly 
increased, both theoretical and clinical. Because of this, 
this third edition has been completely rewritten, format 
and composition changed, and amplified where needed. 
On the whole it is a much finer book, as excellent as the 
previous editions were in their time. Current status 
of the so-called unipolar leads and of vectocardiography 
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c. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone, Dial 2-4100—2-4109 ‘ 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M.A. 
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is amply covered; practical advances in clinical elec. 
trocardiography are listed, and a concise, but compre. 
hensive, historical account of the evolution of the con. 
cepts of electrocardiography over the past one hundred 
years is presented. However, the authors have continued 
to make the primary aim of this book the production of 
an atlas containing many tracings primarily for the prac- 
titioner of medicine, and it is not intended to be a 
textbook. 

The book is divided into eight parts as follows: 
Introductions, two chapters; Methodology, one chapter; 
The Typical Normal Electrocardiogram and Its Varia- 
tions, five chapters; Disorders of Rhythm and Conduc- 
tion, one chapter; Alterations due to Drugs and Chemi- 
cals, one chapter; Electrocardiographic Patters, one 
chapter; Etiologic Types, eleven chapters; and the “Un- 
knowns” for Practice in Interpretation. This arrangement 
is excellent. The 294 illustrations in this book are again 
of the highest possible quality and the authors and pub- 
lishers are to be complimented. In a field in which so 
many new texts are appearing, we can sincerely recom- 
mend this book as one of the best available. 


G.WS. 





PSYCHOTIC AND NEUROTIC 
TWINS. By Eliot Slater, with the assistance of James 
Shields. Statistical Appendix by Joan May. London: 


ILLNESSES _IN 


Her Majesty’s Stationery Office, 1953. Price $4.75. 


This paper-backed book is the result of another at- 
tempt to weigh the relative effects of heredity and envi- 
ronment in relation to the cause of mental illness. There 
have been previous studies on twins, but because of the 
jack of an absolute conclusiveness, this present work was 
begun in 1936 by a British group and continued up to 
the time of publication except for an interruption during 
the war. 


Two hundred and sixty-six propositi were examined 
by the author. Finger-print analyses were made to de- 
termine ovularity. The cases were classified into four 
main groups: schizophrenic psychoses, affective psychoses, 
organic disorders, and psychopathic and neurotic states. 
Their results were quite similar to other reports, though 
somewhat lower in schizophrenia. Their figures were 76 
per cent to that of Kallmann’s 86 per cent. To complete 
their report, they present a collection of both uniovu- 
larity and biovularity cases of the different groups. At 
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the end of each presentation, there are summaries 
of that group. 

Their general conclusions are that heredity is an im- 
portant factor in the etiology of disease and that the 
basic makeup of the personality is largely determined 
by heredity. 

G.K.S. 


MANIC-DEPRESSIVE DISEASE. Clinical and Psy- 
chiatric Significance. By John D. Campbell, M.D. 
Diplomate, American Board of Psychiatry and Neu- 
rology; Fellow, American Psychiatric Association; At- 
tending Psychiatrist, Georgia Baptists Hospital and St. 
Joseph’s Infirmary, Atlanta; Chief Psychiatrist, Peach- 
tree Sanitarium, Atlanta; Captain, MC, U.S.N.R., 
Philadelphia, London, Montreal: J. B. Lippincott 
Company. 1953. Price $6.75. 

This textbook is a very interesting and apparently 
a valuable addition to psychiatric literature. The author’s 
concepts are somewhat different than the usual explana- 
tion regarding manic depressive psychoses. He believes 
that the depressions are wholly endogenous and that the 
psychic manifestations are secondary to the physiological. 
Therefore, psychotherapy in these cases has little, if any, 
value, and such patients must be treated from a medical 
and electroconvulsive standpoint. He also has found a 
collection of cases of manic depressive manifestations in 
childhood. This viewpoint is at variance with other text- 
book authors on this subject. He stresses the personality 
make-up of predisposed individuals to the illness, at- 
tributing their pattern of behavior on a constitutional 
basis. He presents the somatic symptoms of depressions 
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which should be of special interest and value to internists. 
The reviewer is of the opinion that he is correct in his 
thesis. 

The book is well organized and can be unqualifiedly 
recommended to psychiatrists, internists and students. 


G.K.S. 


THE NURSING MOTHER. A Guide to Successful 
Breast Feeding. By Frank Howard Richardson, M.D. 
204 pages. New York: Prentice-Hall, Inc. Price $2.95. 
Physicians are well aware of the present tendency 

among women to repudiate nursing and “put the baby on 

a bottle.” Since too many young mothers lack knowl- 

edge of nursing advantages and techniques, a book of 

information and instruction has been needed. This one 
helps to fill that void. 

The general set-up of the book makes it especially 
readable and easily understood. It consists of informal 
discussions of the common problems. Additional subjects 
are considered, among them the role of the father, al- 
lergies, and weaning. The arguments show the value of 
nursing over bottle feeding and the methods producing 
the best results with the least discomfort. Seven draw- 
ings and eight photographs augment and clarify the 
text. A good summary is given four times throughout 
the book, each a chapter of questions and answers. 

This book should be helpful to that young woman who, 
although she wants to be “a good mother,” questions the 
advisability of nursing her baby. Attendants in hospital 
nurseries will find it valuable; they can loan it to lying- 
in mothers. S.T.L. 
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Cook County Graduate School of Medicine 


POSTGRADUATE COURSES 


SURGERY—Intensive Course in Surgical Technic, two 

weeks, starting January 25, February 8, February 22 

Surgical Technic, Surgical Anatomy and Clinical 
Surgery, four weeks, starting March 8 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting March 22 

Sur <A of Colon and Rectum, one week, starting 

arc 

Fractures and Traumatic Surgery, two weeks, start- 
ing March 1 

General Surgery, two weeks, starting April 26 

Gallbladder Surgery, ten hours, starting in April 

Basic Principles in General Surgery, two weeks, start- 
ing March 29 


GYNECOLOGY—Intensive Course, two weeks, start- 
ing February 15 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing March 1 


OBSTETRICS—Intensive Course, two weeks, starting 
March 1 


MEDICINE—Electrocardiography and Heart Disease, 
two weeks, starting March 15 
Two-week Intensive Course starting May 3 
Gastroscopy, two weeks, starting in March 


DIAGNOSTIC X-RAY—Two-week Didactic & Clinical 
Course starting January 4, March 1 
Clinical Course every week by appointment 


UROLOGY—Intensive Course, two weeks, starting 
April 19 
Ten-day Practical Course in Cystoscopy every two 
weeks 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 








GENERAL PRACTITIONER desired for an association 
with eventual full partnership. In western part of the 
state. Reply, Box 18, 606 Townsend Street, Lansing 
15, Michigan. 





DRAFT-EXEMPT general practitioner wanted as full 
partner to live in modern home-office. $20,000 net. 
M. S. Brent, M.D., 13503 Northlawn, Detroit 38, 
Michigan. 





LOCUM TENENS WANTED—Assistant resident in 
general surgery desires either general practice locum 
tenens or to assist surgeon for all or part of March, 
1954. Michigan Graduate, two years’ general practice 
Air Force. Contact Sheldon Fellman, M.D., Dept. of 
Surgery, University Hospital, Ann Arbor, Michigan. 





WANTED—Associate or partner in very active practice 
in small town in good fishing and hunting area. Possi- 
bility of assuming entire practice exists. Reply Box 
19, 606 Townsend Street, Lansing 15, Michigan. 





ELECTROCARDIOGRAPHER, certified, desires to 
interpret electrocardiograms by mail.” Replies by re- 
turn mail day of receipt. $1.50 per electrocardiogram. 
Box 1, Michigan State Medical Society, 606 Town- 
send Street, Lansing 15, Michigan. 





Apparently physicians are no more alert to the symp- 
toms of cancer in themselves than are laymen. One study 
revealed that 39.8 per cent of a medical group delayed 
three months after appearance of symptoms, as compared 
to 39.5 per cent of a group of laymen who showed a 
similar neglect. 


Unless doctors suspect the worst until investigation 
proves otherwise, the correct diagnosis of gastrointestinal 
cancer is often postponed until the patient has forfeited 
whatever chance he had for a successful complete excision 
of his tumor. 


Celsus, a Roman physician of 2000 years ago, wrote 
that “only the beginnings of a cancer permit of a cure.” 


Four-fifths of esophageal cancer patients have no evi- 
dence of distant metastases when first seen. Thirty per 
cent of such patients at autopsy show no lymph node 
involvement. 


The key to earlier diagnosis of cancer of the esophagus 
is the suspicion of such a lesion whenever a patient, 
particularly a man over forty years of age, complains of 
dysphagia, no matter how slight. 


_ On the average, six months elapse between the begin- 
ings of the symptoms of cancer of the esophagus and a 
definite diagnosis. 


The long silent interval in cancer of the stomach has 
been estimated to be from eighteen to thirty-six months. 


The reported incidence of silent carcinoma of the 
stomach in patients with pernicious anemia is about 4 
per cent. 

If the diagnosis of gastric cancer is to be made rela- 
tively early, it must first be only a suspicion or possi- 
bility in the physician’s mind, suggested by slight and 
nonspecific symptoms such as epigastric discomfort, some 
anorexia and perhaps a slight loss of weight. 
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